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CYPRESS KNEES: A NEW THREE-DIMENSIONAL PROJECTIVE 
TECHNIC (KCK) 


Origmal Method Using Unstructured Stimuli— 
Prelimmary Report 
BY EDWARD F. KERMAN, MD. 


The wide acceptance and universal application of the Rorschach 
technic clearly denotes its value as a tool for investigating psy- 
chodiagnostic and psychodynamic problems. Yet it is surprising, 
when one considers its effectiveness, that so few projective tech- 
nics besides the Rorschach have attained prominence in the field 
of psychological testing. One important reason for this condition 
is the “unstructured” (or undesigned) quality of the Rorschach 
test material. It has occurred to the author that a three-dimen- 
sional, equally unstructured, projective technic, presented to the 
subject in more than one testing situation, should add to the data 
supplied by the clinically proved, but two-dimensional, Rorschach 
technic. Such a new method should afford the psychiatrist, in 
consequence, more penetrating insights into personality problems. 

The cypress knee appears to be a naturally created three- 
dimensional test object that gives promise of great usefulness in 
the elicitation of free responses to unstructured stimuli. Through 
the pioneering efforts of Thomas Gaskins of Palmdale, Florida, 
this outgrowth from the roots of the eypress tree (Taxodium 
distichum) has found its place in our culture as an ornamental 
objeet—a modernistic sculpture of extrahuman origin.* As an 

art work the cypress knee gives pleasure to the observer by in- 
- spiring myriad interpretations of its grotesque form. And it is 
exactly this quality, the stimulation of many imaginative re- 
sponses to its bizarre configuration, that makes it ideally suited 
as a test object for a new three-dimensional technic. 

Such a technic has been devised and is presented here for the 
first time. The writer feels that, once test constructors become 
familiar with the possibilities of cypress knees as test material, 


*The original observation that cypress knees would make good test material came 
from THE PSYCHIATRIC QUARTERLY, after Mr. Gaskins had sent a sample knee to 
the editorial office with a note that he had been told that psychiatrists should be 
interested in the provocative shapes. The assistant editor replied that the knees ought 
to make a fine three-dimensional projective test; the present author selected the 
knees and devised the technic reported here. 
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more than one projective technic is likely to be worked out from 
them or similar unstructured objects. At the risk of immodesty, 
he suggests, therefore, that the present test objects and technic 
might be designated, to distinguish them, as the Kerman Cypress 
Knee (KCK) Test. The KCK utilizes the various—and excep- 
Sane ape of the cypress knee to stimulate imaginative 
responses. Projective images are readily engendered by this novel 
test object. With a third dimension added to the two usual in 
such test material, the responses reveal figures of imagery that 
a two-dimensional object fails to excite. But there are further 
uses to which the KCK may be put. It gives, indeed, the basis for 
more than a three-dimensional imitation of the Rorschach. 


Since the test material is a special variety of art form, object 
choice becomes an important factor in using it. Preferential 
sequence and value judgment constitute one of the distinguishing 
characteristics of the KCK and make up the greater part of the 
section devoted to object choice. Included in this section is a 
simple, but promising, scale for the measurement of retention 
and recall. 


Further opportunity for personality exploration is offered in 
still another part of the technic—the section dealing with story 
construction. It is, as it were, thematic apperception, arising 
from a completely unstructured stimulus. 

The KCK, then, is presented here as an originally-conceived 
projective technic offering a multidimensional approach to the 
measurement of many emotional: variables. Early work now in 
progress gives promise that the new three-dimensional method 
may take its place with other projective technics as an important 
member of the group. 


MaTERIAL AND MetTHop 
Material 


A. Selection of specimens. Six cypress knees were selected as 
stimulus objects (Figs. 1 to 7). They were carefully chosen from 
a large collection to conform to the following criteria. (1.) Form: 
The knees had to be sufficiently complex to suggest human or 
animal forms as well as those of inanimate objects, yet am- 
biguous enough to avoid easy recognition. One of the six test 
objects was selected for its striking simplicity of form, another 











Figure 1. The assembled KCK tesi objects, showing variety of shapes and differences 
in size, For identification purposes, they are labeled tentatively, left to right, Knee 1 
to Knee 6. 
















Figure 3. 











NER 


Figure 2. Knee No. 1. This is the principal ‘‘imperfection’’ 
specimen, chosen particularly for the effect of black ‘‘flaws.’’ 







Figure 4. Knee No. 3, 

the smallest—also an 

‘‘imperfection’’ piece, 

with one black spot on 
the ‘‘head,’’ 


Knee No. 2, the tallest. 








Figure 5. Knee No. 4. 
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Figure 7. Knee No. 6 





Figure 6. Knee No. 5. 
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for its complexity. (2.) Size: Four objects of average size were 
chosen. One was selected because it was significantly larger than 
the rest; another because it was obviously smaller. (3.) Pzrrsc- 
tion: Four of the six objects selected were perfect specimens. A 
fifth was purposely chosen for its black-spot imperfections. The 
sixth has one black spot. 

B. Standardization. It is apparent that original specimens can- 
not be used in a technic where the stimulus objects must be 
constant. In trying to make suitable replicas of the original knees, 
many problems were encountered. There were many obstacles in 
the course of a search to find the right medium into which the 
specimens might be cast. Even more difficult was the problem of 
finding someone skilled enough and interested enough to execute 
the task.. Excellent replicas have finally been produced in rubber. 


Method of Administration 


The author has worked out a technic to make comparative ex- 
periments possible and meaningful. The test is, therefore, di- 
vided into three parts or sections for administration. 


Part I. Oszsect CuHoice 


A. Preferential Sequence. The subject is shown the test objects 
and is told, “Here is a collection of six cypress knee models. A 
cypress knee is an outgrowth from the roots of the cypress tree 
and is used as a decorative object. These copies are made of rub- 
ber. Now I want you to pick out the one you like best.” The exam- 
iner may add, “If you were buying one, or had one given to you 
as a gift, which would you select as your first choice? You may 
pick them up and examine them if you like.” When the subject 
has made his selection, he is asked, “Now which of the remaining 
models do you like best?” The examiner may add, “Which is your 
third choice of the group?” The subject is similarly requested to 
designate his fourth and fifth choices. The remaining piece, ob- 
viously, is labeled his sixth choice. 

It is felt that it will be important to note the length of time re- 
quired by the subject to make his selections. This is recorded in 
terms of (a) time needed to complete each selection and (b) total 
time for the entire preferential sequence. 

B. Value Judgment. It may happen, during the course of se- 
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lection, that the subject spontaneously gives reasons for his choice. 
If he does, these should be recorded, and a notation made that they 
were spontaneously offered. If no reasons are suggested by the 
subject during the period of selection, the examiner waits until all 
the choices have been made and then, pointing to the first selection, 
asks, “Why do you like this one best?” He notes the reason or 
reasons given by the subject. Then he points to the sixth choice 
and asks, “Why do you like this least of all?” This reply is also 
recorded. The subject is then asked to comment on his feelings 
about the other models. The general question is, “What is it about 
these other models that you like, and what is it about them that 
you dislike?” The subject may give reasons for his feelings about 
some or all of these remaining four. If he omits comment on any 
of them, this omission should be noted but no further questions 
asked. . 

C. Retention and Recall. While this is considered part of the 
first section of the technic, it is not administered until the remain- 
ing two sections have been completed. At that time, the subject is 
requested to recall the preferential sequence he selected in the be- 
ginning. “I would like you to repeat for me the order in which 
you selected these models when we first began.” Accuracy of per- 
formance and time needed to complete the task are noted. 


Part IJ. Prosective [maces 


This part of the KCK most closely resembles the Rorschach ex- 
amination. The specimens remain on the table and are not ar- 
ranged in any particular order. The subject is told, “I want you 
to pick out one of these models—any one at all—and tell me what 
you see in it.” The choice must come from the subject and cannot 
be determined by the examiner. The subject may pick up the test 
object and inspect it from any angle he desires. For clarification, 
if needed, the examiner may add, “Tell me what you think it could 
be. What does it look like? Does it remind you of anything?” 
The subject is encouraged to tell everything he sees. He is not 
interrupted as long as he continues to verbalize spontaneously. 
When he stops, he is asked, “Do you see anything else? When he 
has finished with one test object, he is told, “Now pick out another 
model and tell me what you see in it.” His projective images are 
recorded in the sequence in which they are given, and the time re- 

















EDWARD F. KERMAN, M.D. 5 


quired to complete each is written down. The subject is tested with 
all six models. He is then requested to go over the models and in- 
dicate the features of the cypress knees that stimulated his re- 
sponses. He is asked to point out what part of the model made 
him think of the answer he gave. By this technic, not only are free 
responses elicited, but another opportunity for free choice is 
afforded the subject. 


Part III. Story Construction 

A. Theme Creation. The subject is told that he is now expected 
to set the scene for a story. He is directed to look at the models 
as a number of objects, including human forms, and to select some 
or all of them as characters and properties for a dramatic situa- 
tion he is about to create. He may wish to use the same images 
that occurred to him in the preceding section or he may invent new 
ones. He must, therefore, create a theme in which the characters 
appear in some situation of his own fancy. 

B. Narration and Resolution. Having established a stimulus 
situation, the subject is now directed to give the narration. He is 
told, “Now you can tell me a story.” He is informed that this story 
must contain certain elements. “Tell me the circumstances that 
led to the situation you are imagining. What are these people 
thinking? How do they feel? What are they doing? What is hap- 
pening to them?” The subject is encouraged to “use your imagi- 
nation,” to “make a real story out of it.” Finally he is requested 
to give the outcome. “How does it turn out? How does the story 
end?” 

SussEcts . 

The KCK is being administered presently, for validation and 
research, to subjects in various groupings: These are: 

I. Psychodiagnostic Group. Patients in this group are selected 
on the basis of clear-cut clinical diagnoses. These are confirmed 
in every case by testing with other projective technics (see “Val- 
idation,” following). The following categories make up the group: 
(1.) schizophrenic reaction; (2.) manic-depressive reaction, (a.) 
depressed, (b.) elated; (3.) involutional depressive reaction; (4.) 
paranoid reaction; (5.) psychoneurosis, (a.) anxiety state, (b.) 
obsessive-compulsive neurosis, (c.) other; (6.) psychopathic per- 
sonality; (7.) organic brain disease. 
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Il. Post-Treatment Group. Patients tested in Group I are to 
be treated by various means (psychotherapy, drug therapy, elec- 
tric convulsive therapy) and are retested. 

III. Non-Patient Group. This group is made up of “normal 
controls.” Since this is a dubious entity, some way of subclassify-¢ 
ing these subjects according to individual characteristics was 
sought. Several systems of characterology were considered but, 
discarded because they lacked definitiveness. Since the Rorschach 
and TAT are considered by most workers to be the most effective 
instruments we now have for personality exploration, it was de- 
cided to pre-test each subject with these technics. This is dis- 
cussed at greater length under “Validation.” 

IV. Childhood Growp. Children between the ages of six and 
15 make up this group. Responses are classified according to age 
level and validated against other projective technics. 

V. Vocational Group. Groups of subjects representing various 
vocational pursuits are studied here. The writer has a special in- 
terest in attempting to classify vocational interest and aptitude 
by the response of the subject to the object-choice section alone. 
If this were to prove a valid approach, it would have-the advan- 
tage of brevity. 

Records from all groups are being studied for psychodynamic 
significance. 

Scorine 

This is a preliminary report, and a discussion of scoring and 
interpretation of test performance is difficult since only a limited 
number of tests have been given. Certain general principles re- 
lating to scoring may, however, be advanced at this time. 


Part I. Object Choice 

A. Preferential Sequence. Since the subject may choose se- 
quences relating to six objects, there are 720 possible permuta- 
tions. Each pattern selected is incorporated in a table now being 
constructed. Three zones are identified for purposes of classifica- 
tion. The first two numbers of the sequence are considered Zone I; 
the next two, Zone II; and the last two, Zone III. When sufficient 
responses have been recorded, correlations will be made between 
these sequences on the one hand and emotional traits on the other. 
Reaction time appears to be an important factor here. Slowness 
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or rapidity of decision seems to be diagnostically significant. 
Blocking in the choice of a particular test object may indicate the 
withholding of information of dynamic importance. 

B. Value Judgment. This part of the technic promises to dis- 
close information for dynamic interpretations. It may also reveal 
data pertinent to an inquiry into vocational interest. A scoring 
device has not yet been perfected to handle this material. 

C. Retention and Recall. The response of the subject is com- 
pared to a scale to indicate what degree of memory impairment 
may exist. 

- Part Il. Projective Images 

There are many points of similarity to, and a few differences 
from, the Rorschach in this part of the KCK. Location is to be 
scored. Determinants of form and movement are also scored. Con- 
tent and popularity scores are rated. A three-dimensional aware- 
ness and an emotional reaction to imperfections are two factors 
not found in the Rorschach which will probably be very significant 
in the KCK. On the other hand, color and shading have a lesser 
place in a technic such as this. 

The subject’s choice of sequential order in this section of the 
technic is compared with that chosen in Part I on the basis of likes 
and dislikes. This relationship, as well as the absolute sequential 
order in the present section, will be used in the course of this re- 
search to consider the possibility of diagnostic and dynamic impli- 
cations. Deferment of a test object for later interpretation may 
be evidence of blocking and may lead to yen clues to re- 
pressed material. 


Part III. Story Construction 
A. Theme Creation. Utilizing the cypress knee, a stimulus 
situation of an unstructured nature is created. Classification of 
the theme selected by the subject is one of the goals of this section 
of the research. 


B. Narration and Resolution. This part of the test may be 
handled in one of two ways. The story narrated by the subject 
may simply be used as a starting point for further associations, 
or it may be scored along the same lines and according to the same 
principles involved in the scoring of the Thematic Apperception 
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Test. Further experience will indicate the best way to use pro- 
ductions in this section. 


Part IV. Reconciliation 

Work is in progress on the construction of a scale that attempts 
a reconciliation of the scores earned in the preceding sections of 
the technic. Since three entirely different approaches to the use 
of the same test material are involved, it appears likely that a re- 
conciliation of all three performances will have considerable valid- 
ity in assessing personality, from both diagnostic and dynamic 
points of view. 

VALIDATION 

While the validating of a new test such as this is difficult, the 
task may be simplified considerably by taking advantage of the 
well-established values and norms of the Rorschach and TAT. All 
of the subjects in this study are pre-tested with both these technics. 
Then the KCK is administered. The response of the KCK is then 
validated against the others. 

By adopting this methodology it is felt that the task of valida- 
tion will be less formidable than that experienced by the early 
Rorschach workers. Through this approach, it is hoped that some 
light may be shed on the following questions: 

1. How do cypress knee replicas compare with two-dimensional 
test objects in eliciting responses of psychodiagnostic and psycho- 
dynamic significance? 

2. What additional value is there in the use of three-dimen- 
sional test objects? 

3. Can the use of six three-dimensional test objects shorten the 
time needed for testing, while giving at least the same information 
as that obtained from the Rorschach (10 objects) and the TAT 
(up to 20 objects) ? 

4. Does the multiple-testing situation of the KCK supply as 
full data as those obtained from the other two tests? 


Discussion 


The KCK is not the only three-dimensional projective technic 
that has been devised. At least one other has been described. The 
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Twitchell-Allen Three-Dimensional Apperception Test,* first re- 
ported in 1947, uses 28 three-dimensional stimulus objects. These 
are ambiguous plastic figures varying from geometric forms and 
generalized organic forms to more concrete human or animal 
forms. In comparing this material with that of the KCK, it is ap- 
parent that the Twitchell-Allen stimulus objects are more struc- 
tured. It is felt that the completely unstructured quality of the 
cypress knee makes it more ideally suited as a stimulus object in 
eliciting free responses. 

The Twitchell-Allen test is administered in two parts. The “psy- 
chodramatic test” involves story construction and the “naming 
test” requires the subject to name the various forms and explain 
the determinants of his labeling. These procedures are similar in 
many respects to those of the Thematic Apperception Test and the 
Rorschach respectively. Both of these approaches are found simi- 
larly in the KCK. 

Unique, however, in the KCK is the “Object Choice” section. To 
some degree this section resembles the Szondi test. The task of 
choice is, indeed, similar in both, but the Szondi is highly struc- 
tured in contrast to the unstructured quality of the KCK. Some 
Rorschach workers have experimented with object choice testing. 
One suspects that such choice may be more significant and natural 
with cypress knees than with inkblots, 

A final comment seems indicated about the Twitchell-Allen tech- 
nic. While it has been in existence for about 10 years, it never 
has become widely known or accepted. The writer does not know 
the reasons for its failure to achieve popularity. Possibly there 
was not enough work done in establishing norms. Or the prospect 
of using as many as 28 test objects may have frightened away 
some psychologists. Not least important, one may venture to 
guess, may have been the structured nature of its stimulus objects. 

While the KCK uses three-dimensional test material, it is multi- 
dimensional in the testing situations it affords. It is felt that the 
KCK is an original technic, using original materials of an un- 
structured nature, that gives promise of achieving a broad-spec- 
trum psychological analysis of the subjects to whom it is admin- 
istered. 


*Twitchell-Allen, D.: A 3-dimensional apperception test: a new projective technic. 
Abstract. Am, Psychol., 2:271-272, 1947. 
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At present, the KCK must not be considered a refined clinical 
instrument. Work on it has just begun. Much research will be re- 
quired to attain the goals set for it. The author inyites other in- 
terested scientists to join him in working this research project up 
to the level of a finished projective technic to be used in those 
areas that require the assessment of personality.* 


SuMMARY 

A new three-dimensional technic, known as the Kerman Cypress 
Knee (KCK) Test, is described. Using models of cypress knees as 
stimulus objects, a multi-dimensional testing instrument has been 
devised. It employs object choice, projective images and story 
construction to elicit free imaginative responses. It has the ad- 
vantage over some other projective technics in utilizing wholly un- 
structured material. Scoring devices and the establishment of 
norms are in the process of formulation. Other workers are in- 
vited to join the author in his current research with this new 
technic. 


3700 Liberty Heights Avenue 
Baltimore 15, Md. 


“The author has a limited number of rubber cypress knee test sets available, and 
he will be glad to send a set to any well-qualified psychologist or psychiatrist on 
request. Such requests should be sent to Dr. Edward F. Kerman at the address 
given at the end of this article. 











PHENOMENOLOGY AND THINKING DISORDER IN SOME 
FIRE-SETTING CHILDREN* 


BY JEROME 8. SILVERMAN, M.D. 


INTRODUCTION 


This paper presents some observations on fire-setting in chil- 
dren and is an attempt to develop a multidimensioned causal 
approach toward the problems that some fire-setting children 
present. 

While describing phenomenology in the following cases, this 
paper will constitute an attempt to correlate with fire-setting a 
‘thinking disorder (akin perhaps to primitive and schizophrenic 
thinking in children), a motility disorder, and motor and emo- 
tional development. 

Included as fire-setters, are those children who portray an un- 
usual, intense interest in watching and making fires, and who 
usually manifest some kind of water-play, including urinating 
on fires, and enuresis. However, fire-setting in the children de- 
scribed, is only a part of a syndrome which includes equal in- 
terest in water-play; some defect in tonus, motility and motor 
reaction patterns; and a particular kind of thinking disorder, such 
as is found in immature, schizoid and schizophrenic children. 


Historica Norses 


Bychowski' in 1919 was one of the first authors to indicate 
specifically that a schizophrenic type of motivation, and a defect 
in the development of the sense of reality were involved in fire- 
setting. Various alterations in consciousness occurring during 
fire-setting—from epilepsy to the slightest alteration such as 
dreaming and impulsive states—have been described since. Bleu- 
ler* felt that many, although not all, of the very severe forms of 
impulsive behavior, as in fire-setters, undoubtedly belonged to 
schizophrenia. The close association of fire-setting with water- 

*From Bellevue Psychiatric and University Hospitals, New York University-Bellevue 
Medical Center, New York City. This is an expanded revision of a paper presented at 
the 1954 annual American Orthopsychiatric Association meeting. 

The author gratefully acknowledges the help and co-operation of 8. Bernard Wortis, 
M.D., professor of psychiatry, New York University College of Medicine, and Lauretta 


Bender, M.D., director, children’s service, and Bela Mittleman, M.D., Bellevue Pasy- 
chiatrie Hospital, New York City. 
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play has been frequently noticed by many observers. Freud* and 
Stekel* have commented on the relationship of enuresis and 
urethral erotism to fire-setting. 

Gross as early as 1905 (quoted by Lewis and Yarnell) felt that 
fire-setting might represent a motor type of release from unbear- 
able sexual tension. Block, in 1903, as quoted by the same authors, 
felt that it was related to the genital system and the “sadistic 
drive.” Freud, Stekel and Abraham, have written on the occur- 
rence of fire, particularly in dreams. Fire, they felt, could be a 
destruction by love. According to Stekel, there is frequent men- 
tion of a peculiar, dreamy, distracted mental state during arson. 
He felt that the influence of the dream continued during the 
waking state. The fire-setter wanted someone to be on fire for 
him. 

Fenichel® includes pyromania in the perversions and impulse 
neuroses. He indicates the regular, deep-seated relationship to 
urethral erotism, “In an incendiary perversion, intense, sadistic 
striving governs the sexual life, the destructive force of the fire 
serving as a symbol for the intensity of the sexual urge.” Simmel’ 
discusses fire-setting as a masturbatory equivalent. This is in- 
teresting from the point of view of the tonic variations the writer 
proposes to describe. 

Aschaffenburg stated long ago, as quoted by Stekel, that “be- 
tween epilepsy, arson, mysticism, cruelty and sexual excitation, 
there are reciprocal relationships, the frequent occurrence of this 
combination points to a common origin bordering on the patho- 
logical.” 

Lewis and Yarnell in their recent monograph, Pathological 
Firesetting, felt that fire-setters were in such a state of tension 
and despair that if something drastic didn’t happen, the whole 
personality would explode and disintegrate. “Firesetting, in any 
form, implies some sort of break in ethical values, and a defect, 
at least a temporary one, in judgment.” Many fire-setters felt 
impelled, these authors state, to set a fire merely in order to 
see one—approximating pure instinctual “irresistible” impulse. 
They felt that both setting and putting out fires (or making sure 
someone else puts them out) represented instinctual gratification. 
As regards the sexual problem in fire-setting, they state, “since 
firesetting is about the worst act a person can do,...the ques- 
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tion comes . . .what is so taboo that fire is substituted as being 
less horrible to the conscience. ... the forbidden is some sort of 
sexual activity.” According to Lewis and Yarnell, all fire-setters 
tend toward a schizophrenic process in varying degrees of sever- 
ity. They note that “no normal person sets fire habitually.” In- 
terestingly, one notes the ubiquitous smoking of tobacco. The 
presence and enjoyment of fire are more common and habitual than 
is appreciated. 

Enuresis, Lewis and Yarnell feel, not only indicates sexual 
anxiety, but also is another symptom of resistance to authority 
and evidences a tendency to indulge in impulsive behavior. They 
state too that fire fantasies are found in many forms of mental 
disease where actual fire-setting does not occur, and they include 
the epileptic confused state and the deteriorated schizophrenic. 

Lauretta Bender,’ in A Dynamic Psychopathology of Childhood 
finds that children’s fantasies about fires, particularly in the de- 
prived and rejected child, represent “a strong force which can 
give them power over adults, partially magical in nature.” She 
feels that enuresis is a part of the general picture rather than 
a symptom particularly associated with the fire motif. She finds 
that all the boys with strong passive components, however, suffer 
from enuresis. These children also show other types of asocial 
behavior and general hyperkinesis and aggression. 

The observers listed here, then, have commented along similar 
lines. They have commented upon defective reality functioning 
or thinking disorders, impulsivity and other motor changes, con- 
fused states often vaguely described in terms of altered conscious- 
ness, erotic aspects correlated particularly with urethral erotism 
and waterplay—in addition to severe mental illness. 


Tue Rowe or Mortiiry AND THE DeveLopine THOUGHT PROCESS 


According to Storch,® “inner experiences find a much more im- 
mediate explanation in movements of the body and in action than 
in thought; emotional trends are reflected in bodily movements 
long before they are elaborated in thought and formulated in 
speech.” The abstract knowledge of relations and connections, 
aside from the obvious relation of cause and effect, recedes, in 
primitive thinking, behind the immediate perceptual content. For 
the primitive, Storch says, bodily sensation and emotion form an 
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inseparable unit, in which the sensory components prevail as 
more impressive features of the total experience than the diffi- 
cult-to-grasp emotional components. Independent objects and in- 
ner experiences are poorly bounded and are often perceived with- 
out plain distinction from accompanying appropriate emotions. 

Storch, thereby, points out how motility and sensory percep- 
tion can be related to emotional trends, and to the developing 
sense of reality. 

Schilder® points out the existence of a group of phenomena 
related to tonus, and intimately involved in changes in conscious- 
ness. He indicates a relation between tonus, emotional life and 
consciousness, saying “the psychic influence which can produce 
sleep, can also produce a loss of tonus—and between tonus and 
psychic, especially emotional, life there must exist a very close 
relation.” 

Metzger had exposed children to special types of strong light 
and had observed that these children had reacted to the difference 
of the light with a difference in tonus. There are, says Schilder, 
a light-tonus, a primitive tonic reaction toward light, and a prim- 
itive tonic reaction which changes with the influence of light stim- 
ulus. “By light and also by sound the whole tonus of the body 
becomes changed and the whole body turns toward the direction 
of such an impression.” According to Schilder, every sensory 
impression probably produces a tonic reaction. Therefore, one 
has, in the tonic reaction, the most primitive, the most instinctive, 
reaction. (This tonic reaction to a sensory stimulus—firelight 
perhaps—is, the present writer thinks, one aspect of the prob- 
lems presented by fire-setting children.) This tonic, or induced, 
energy, the most primitive type of movement, can be transferred 
from one muscle to another, appearing at the point of least re- 
sistence. These observations, according to Schilder, are very im- 
portant for the whole problem of action. 

Very likely in the tonic reaction, one deals with a type of action 
connected with a very primitive type of perception, and related 
to changes of consciousness and emotions, and to the vasovege- 
tative system. Schilder postulates that there can be, as occurs 
in dizziness, a primitive state of mind in which the differentiation 
between body and world is so incomplete that the movement can 
be either projected or appersonated,” “the perception of move- 
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ment can also be transferred and projected.” As in the transfer 
of induced tone, these transfers and projections use the mech- 
anism of displacement. Schilder says, “. . . there exists a very 
close relation between pictures, images, perception, representa- 
tions and motor actions. Every (sensory) impression causes us 
to act in the direction of it.’”** In his scheme of motility “when- 
ever something appears in our world we get at first ‘conscious’ 
perceptions of a primitive type.” To these, we react at different 
levels. There are tonic tendencies, and grasping at first, by which 
we come nearer to the object. 

There is also another important type of primitive action— 
one by “tonic” or “clonic” imitation** which has a magical back- 
ground belonging to the id but which integrates the individual 
to the action of other individuals. Schilder emphasizes that this 
special motility brings with itself special mental pictures. 

Schilder develops the theme of primitive tonic reactions as the 
earliest, primitive motility reactions, and describes their influence 
on consciousness, emotions, and psychic content. In particular, 
light, as a stimulus, induces tonic changes. Schilder discusses 
the mechanisms of displacement and projection in the problems 
of action and perception. 

These ideas correlate well with Storch’s observations. Accord- 
ing to Storch, the primitive, like the child or the schizophrenic, 
makes use of pantomime to express his desires, a sort of symbolic 
magical conjuring in which his own body furnishes ‘the medium 
through which he represents the realization of his wishes. With 
primitives and schizophrenics, what happens in the person’s own 
body is, through magic, effective upon the universe or even iden- 
tical with what happens in the cosmos. 

Ferenczi,* in his articles on the stages in the development of 
reality in the child, found that to fulfill its wishes and needs when 
the outer world ignores them, “the child has to give certain 
signals—thus performing a motor exertion, although an inade- 
quate one—so that the situation may be changed in the direction 
of his disposition, and the ‘ideational identity’ be followed by the 
satisfying ‘perceptual identity.’” The hallucinatory stage is al- 
ready characterized by the occurrence of wn-co-ordimated motor 
discharges (crying, struggling) on the occasion of disagreeable 
affects, now used by the child as magic signals for satisfaction. 
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In this way, another derivation of motor-exertions and activities 
is described. Ferenczi mentions that the animistic period in the 
child comes next in the apprehension of reality, “in which every 
object appears to him to be endowed with life and in which he 
seeks to find again in every object his own organs and their ac- 
tivities.” 

Kasanin* mentions three stages in the development of thinking 
or thought. The first stage, the physionomic (Piaget’s syncretic’’), 
is the one in which the child animates objects and projects his 
ego into them. In the second or concrete stage, thinking is real- 
istic and liberal with no capacity for generalization. The third 
stage comes after adolescence, and is the abstract or categorical 
phase. Kasanin and Piaget both point out the animism in the de- 
velopment of thinking of the child, and his tendency to project 
his ego into the animated objects. 


The complementary relations between motility and tonus, think- 
ing and emotional processes and fire-setting have now been histor- 
ically and genetically described. 


The following case excerpts point out the important interest 
in both fire and water, a common motility pattern with defect in 
tonus and motility development, and defective, fixated or retarded 
development of thinking processes. 


Case 1 

R. L., a nine-year-old white boy, was admitted to the hospital from a 
special school because of his fire-setting activities and other behavior prob- 
lems. With another child, he had caused one of the institution installations 
to burn to the ground. In his early background, R. L. had been subjected 
to severe deprivation, rejection, neglect, separation from both parents, 
and placement away from his home. When the patient was three years 
old, his father who had been divorced when the patient was nine months 
old, remarried. The patient’s stepmother fought with the father and 
severely rejected the child. It was noted very early that he liked to play 
with water. At three, he was found to have the habit of continually turning 
on the water and drinking it. He played with very wet mud pies. He urin- 
ated through a woman neighbor’s screen door and was punished for it by 
his father. At four and five he was hyperactive and destructive. He had 
nightmares and often awakened screaming, ‘‘Daddy don’t hit me, I’ll 
be good.’’ At four-and-a-half he turned on the hot water valve in the 
eellar, nearly scalding himself to death, and flooding the cellar. 
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The stepmother noticed about that time that he always ‘‘got a thrill’’ 
whenever she burned garbage and when people were smoking cigarettes. 
When he heard of, or saw, a fire, he became very excited jumping up 
and down, becoming ‘‘wild.’’ 

From the age of four, he masturbated in bed, lying on his penis, pump- 
ing up and down. Masturbation had actually begun at two, and he had 
been punished for it. He played with his penis a great deal and would 
sit and daydream. For this, his mother frequently slapped his hands. 

At the hospital, he was friendly and co-operative, restless and 
hyperactive, always grasping and making spinning movements. He was 
loquacious, with a short attention span. He was physically ‘‘cohesive,’’ or 
in rapport, with the examiner for varying periods, alternating with im- 
pulsive flight. His muscle tone seemed ‘‘doughy.’’ His teachers noted that 
he was extremely immature. He liked being played with, especially being 
whirled and being carried or cradled. 

R. L. continually played with water at the hospital school, splashing, 
tossing it everywhere. He always wanted to play with the doctor’s watch 
—to put it under water, asking, ‘‘could it stay under water—would any- 
thing happen? I like to hear it tick.’’ When told it might break, he re- 
plied that water would make it whole again. At other times, he played, 
putting paper Santa Clauses under water. Once in play, he ‘‘blew up’”’ a 
train with an imaginary firecracker, burning and destroying it and then 
saying, ‘‘It can’t be used again—can it?’’ The patient was fascinated and 
preoccupied with electrical and mechanical toys. He would take apart 
any kind of mechanical or electrical toy or equipment. He had to see 
how it worked. In his play with water, there was a somewhat obsessive- 
compulsive interest manifested. He would fill and spill water containers 
continually. He wanted to clean things with water. 

Not only did this child seem excited, watching fire and flames, but he 
was stimulated by auditory perceptions like clanging bells and noise of 
fire engines. He was always interested in the power of fire. He wondered 
whether the power of water was equal to that of fire, and whether elec- 
tricity was stronger or more powerful than water or fire. He wondered if 
water could bring one back to life again. He had a great interest in floods 
and what happened during floods. ‘‘How could the world die—what would 
destroy the world—if everything dies, would there be a God? What would 
happen to God if the world were destroyed?’’ He was fascinated by burn- 
ing matches. He showed concern over the destructive power of fire, par- 
ticularly upon the human body. 

This child then was hyperkinetic and destructive, severely de- 
prived and abused, had masturbation preoccupations, and erotic 
phallic and urethral interests, such as urinating through doors 
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and on fires. His fire ideas seemed to be associated with aggression 
and magical force over adults. He liked to see fire, smoke and 
water. He was anxious, and was preoccupied with ghosts, death, 
and skeletons. He had a fear of death and had preoccupations 
about the meaning of life, death, the power of God, the force of 
electricity, the destructiveness of fire, the “undoing” qualities of 
water. 

R. L.’s fire-setting corresponds, then, to the definition’ of pyro- 
mania as setting an object on fire and extinguishing it, which, ac- 
cording to Simmel, is a pathological form of incendiarism. The 
patient is unable to explain why he sets fires and acts impulsively. 
He shows preoceupations with water. He is hyperkinetic and likes 
to spin and twirl. His motility no longer seems to be merely prim- 
itive, but is, rather, pathological. His visual-motor co-ordination is 
poor. His motor activity is often not goal-directed. There seems 
to be a pathological tendency that intensely affects the neuromus- 
cular apparatus in terms of tonus and motility. Motility, then, ac- 
quires special importance and qualities, accentuating a tendency 
to respond in a primitive direction. 

Conceivably, urges are transformed into motor activity, and 
the pleasure related to motor activity becomes, thereby, a primary 
one. Substitutions or displacement increasing the motor pleasure 
might cause individual motor patterns of mastery to become more 
primitive, to become dominant and to represent a goal in them- 
selves. 

The phenomena described in this child fire-setter then include 
the important interrelationship of fire and water-play, a disorder 
in motility and archaic, syncretic thinking, whereby the child 
animates objects and projects his ego into them. This he does in 
his identifications and projections into fire and water. 

Because of his identifications and projections, indicating the 
diffuseness of his ego boundaries, R. L.’s fire-setting seems to 
represent the effects of a primitive state of mind. The differen- 
tiation between his body image (and/or primitive ego) and the 
world is vague enough so that a primitive type of motor reaction 
occurs, including tonic and postural changes, tonic or clonic im- 
itation, use of pantomime (in which hs own body symbolically is 
the medium of expression of his wishes, and movement is pro- 
jected or appersonated) and increased impulsivity. R. L. animates 
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things and projects himself into their performance—and his 
thinking becomes more concrete. His identifications become sim- 
ilar finally to what is described by Storch as, “identification with 
the cosmos.” His motility is altered in terms of primitive tonic 
and postural changes, manifested by hyperactivity and grasping, 
swirling, motility. These are probably changes in equilibrium, 
with changes in consciousness which also seem to reflect his emo- 
tional life. As a result, there is feebler contact with reality, and 
a consistent and repetitive tendency toward cosmic identification. 


Fire seems to be equated with power, God, aggression, erotism, 
vitality and destructiveness, movement and activity. The patient 
is visually stimulated, perhaps in erotic fashion, in perceiving 
the fire—the fascinating colors, the constant change, the hypnotic 
movement, the power and destructiveness. The perception of light 
stimulates primitive tonic reflex patterns. These perceptions are 
probably related to, and responsible for, an increase in motor 
responsiveness and tonus changes. This process, then, contributes 
to the primitive or instinctive direction of these motor reaction 
patterns and thinking processes. Particularly there is fixation 
in the syncretic stage of thought development, with intensi- 
fication of the importance of, and the emotional interest in, motor 
activity. Thus, activity with fire can serve as a motor release from 
great emotional tension and urges. 


Case 2 

J. C., an 11-year-old white boy, was first seen because of setting fire 
to baby carriages, stealing and truancy. He came from a disrupted family. 
He was brought to New York from Puerto Rico at the age of six. His 
father, who had prepared the way for the journey, was, however, living 
with another woman than his wife. The boy lived, therefore, in a separate 
home with his working mother. He fought severely with his sisters, and 
felt that the mother preferred them. He felt rejected by both mother 
and father, and had a strong need to be a ‘‘big shot.’’ The mother said 
that he feared being ‘‘different’’ from other boys, particularly after he 
was circumsized. He feared and related poorly with authority figures, 
especially men, defending himself with bluster and bravado. 

When he was first seen about his fire-setting, he was described as hyper- 
active, but plastic and clinging. He improved in the hospital and was dis- 
charged. A year later he was re-admitted. He had broken into a clothing 
store in an impulsive manner with motivation that was not clear. Though 
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he then denied any special interest in fires, he later admitted activity 
with back-yard fires of all kinds. He usually carried this activity on 
alone and would always get caught. 

On the ward he showed intense curiosity about mechanical things, taking 
them apart. He had many episodes of aggressive rage so that he had to be 
transferred from the children’s ward. He was extremely hyperactive, 
anxious, frightened, aggressive. His hands were tremulous. He behaved 
impulsively and had occasional tantrums. A psychological report revealed 
a low average IQ, a reading disability, hostile and aggressive, impulsive 
behavior—and deterioration of his body image. 

The patient said that he always liked to play with water, particularly 
in the bathtub, splashing everything with water. He said he liked to play 
at sinking ships and drowning the passengers. He liked to urinate on 
fires and admitted getting great pleasure and happiness from watching 
fires. He didn’t like firemen. Both his fire-setting behavior and his steal- 
ing and aggressive behavior appeared impulsive. He didn’t know why 
he did these things, and said, ‘‘I like fires—big ones. Burn down the 
house—I feel happy when I see one—I like to piss on fires—burn my 
enemies—I don’t like firemen. I like to play with water. In the tub I 
sink the ships and drown all the people and the waves break their heads.’’ 

According to his mother, J.C. liked to start fires, throw lighted matches 
into the air, and burn rubbish. He liked to play with water, wetting 
everything. He liked to take machinery apart and was fascinated by 
electricity. The patient himself said he first saw a fire in Puerto Rico 
when he was six. A house burned down. J. C. masturbated, but not 
around fires, he said. The EEG of this patient, like that of the previous 
one, was borderline abnormal with suggestive paroxysmal responses to 
hyperventilation—a frequent finding in children. 

This patient’s case is similar to R.L.’s but with a different ac- 
cent. There is more externally directed hostility, and a motility 
disorder that erupts not only in terms of fire-setting activity, but 
also with direct aggression and mass discharge against the human 
environment. The patient seemed very confused in his identifica- 
tion and manifested distressed, ambivalent behavior. His think- 
ing was more concrete than the first boy’s but his inner experi- 
ences were just as poorly attuned to reality. His emotional trends 
seemed to be expressed in his body movements long before being 
elaborated in thought or formulated in speech. He seemed to be 
stimulated upon seeing movement, apart from light, particularly 
sudden movement, and reacted in a defensively hostile, hyper- 














JEROME S. SILVERMAN, M.D. 21 


active, hypertonic manner. He was seen to imitate authority 
figures. 

His thinking seemed very literal and concrete, with little ca- 
pacity for generalization. Body image concepts were poorly de- 
fined. His ego boundaries were diffuse, and it seemed his ideas 
of objects were poorly defined, and dependent, as if he were an 
infant, upon the percept image of the thought. He would then 
repetitively react to stimuli according to the emotional complex 
related to the percept image. Abstract knowledge of relations 
and connections, aside from the obvious relation of cause and 
effect, receded behind this kind of repetitive activity. This ac- 
tivity was marked by its motor expression, typically primitive 
and poorly differentiated in terms of hypertonicity, hyperactivity 
and aimless, outwardly directed, motility (of an aggressive char- 
acter), including fire-setting. 

Attention has been drawn to the characteristic motility prob- 
lems in these children. These problems seem to relate to a think- 
ing disorder and then to manifest fire and water-play. In these 
children, the motility patterns seem to have acquired a special 
investment of emotional and symbolic value. In addition, there 
appears to be defect in the natural development and integration 
of motility patterns within the psyche. Notice has been taken 
of the stimulation of these children by light, sound and move- 
ment—causing reactive changes in tonus, motility and mental state. 
Stimulation by light (fire) seems to increase their own motor 
responsiveness and tonus in a primitive or instinctual manner 
and direction. Perhaps there are displacements, and conversions 
of tonic or motor energy in terms of locus minoris resistentiae, a 
particular motility pattern or reaction, utilizing the musculo- 
skeletal system. 

Fire-setting, then, and the related behavior, seem to reflect prim- 
itive states of mind, in which the differentiation between the part 
(or the individual) and the world is poorly defined. In such a state 
of mind, movement in particular can be projected or appersonated, 
and acquire special significance. The motility also represents 
a primitive type of motor reaction in terms of tonus changes, 
primitive reflex postural responses, tonic and clonic imitation 
and the use of pantomime. These reactions are closely related to 
primitive, magical thinking. It is here that syncretic thinking, 








22 SOME FIRE-SETTING CHILDREN 


whereby the child animates objects and projects his ego into them, 
and concretistic thinking, with loss of constancy and definiteness 
in concept of objects, take on importance. This situation animates 
the vicious cycle between the thinking disorder and the motility 
changes—and the manifest symptoms appear. There is a form 
of vicious cycle in which release from tension or urges occurs by 
fire and water-play, and by hyperkinesis. This perpetuates a kind 
of dreamy, altered consciousness or distracted mental state, which 
also interferes with reality testing and directs responses into 
primitive channels. 


Fire might symbolize a kind of seizure or convulsion—dis- 
charged, projected or displaced upon the environment. The child 
sees fire as behaving destructively for him. This is in contrast 
to the typical grand mal seizure in which the individual performs 
his own aggression, though without a concrete target. While in 
predisposed individuals, psychic tension can be discharged by way 
of typical epileptiform seizures,” in the individuals discussed 
here—who are specifically predisposed by primitive thought and 
motor behavior—there is a motor reaction displaced or projected 
upon the environment in terms of fire. They express themselves 
and relate to others by this type of motor behavior and disorder. 
The aggressive destructive elements can be acted out, then, in 
a primitive manner—perhaps with erotic gratification. 


PsycHOosExuAL ASPECTS 


Fire, as discussed by Block in 1903, was felt to be related to 
the genital system and sadistic drive. May there not be a failure 
of fusion—or indeed an instinctual defusion**—in which the ag- 
gressive component is acted out as a seizure or convulsion pro- 
jected upon the environment in the form of fire? The erotic aspect 
might be the scopophilic pleasure. The infantile water-play might 
represent a primitive attempt at undoing or mastery. The aggres- 
sive, hostile or sadistic aspects are particularly manifested in the 
fire-setting phase of this syndrome, especially when the fire-setter 
identifies himself with the fire. The determinants perpetuating 
this cycle would include defective or primitive motility patterns, 
a lag in the development of the sense of reality, and their faulty 
integration. 

There are interesting comparisons with epileptic motility pat- 
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terns. As in an epileptic seizure, fire involves a massive release 
of energy with a great deal of movement. The fire-setter is stimu- 
lated by the dancing, moving flames and by the color. As often 
occurs in the epileptic, the fire-setter apparently performs his act 
because of uncontrollable inner psychic tension. It is a sudden 
discharge of energy which may be aggressive and have psycho- 
sexual significance.’ 

Ferenczi felt that epilepsy might also represent a regression 
to an infantile period of wish-fulfillment by means of random, 
un-co-ordinated movements. Epileptics would then be persons, he 
states, in whom the disagreeable affects get heaped up and are 
periodically abreacted in paroxysms. The place of fixation would 
be in the stage of un-co-ordinated wish-manifestations. The child 
is then in a “period of omnipotence by the help of magical ges- 
tures.” Ferenczi felt that this “period also had a representation 
in pathology; the curious jump from the world of thoughts to 
that of bodily processes, . . . becomes more intelligible to us 
when we review it as a regression to the stage of gesture-magic.” 


REvIEw 


It would seem that fire-setting in the children studied here is 
part of a symptom complex consisting of (1) fire and water-play; 
(2) hyperkinesis and impulsivity, with other aspects of a motility 
and tonus disorder in terms of archaic patterns; and (3) a typical 
thinking disorder wherein the children not only manifest autistic 
thinking, omnipotent preoccupations concerning power, electricity, 
God, life and death, but also a primitive syncretic and concrete 
kind of thought-process which seems to be related to the motility 
disorder. These things together intensify the development of both 
motility and thinking patterns—and therefore the growing sense 
of reality—in the direction of primitive, infantile symbolic think- 
ing and motility patterns and continually recurring malfunction. 
Fire-setters, as indicated by this survey and case studies, dem- 
onstrate these relationships and mechanisms well. 

Another predisposing element in these children may be organic 
changes in terms of developmental lags in the neuromuscular 
systems, including diffuse cerebral dysfunction—all in the same 
primitive direction. One wonders at the difficulty of making a 
clear-cut differentiation between organically determined re- 
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sponses, a response in reaction to some organic difficulty, and a re- 
sponse, psychic and emotional in origin, but displaced through 
the musculoskeletal, or other organic, system. 

In another direction of thought, urges or impulses are displaced 
to motor activity, which is acted out in a primitive or archaic, 
symbolic manner. The individual’s motor organization and in- 
tegration—in his attempt at mastery of situations—becomes more 
and more primitive, until at last a break with reality occurs— 
when the ego boundaries become so diffuse that cosmic identifica- 
tion is close at hand, and events in life are acted out according 
to the primitive or archaic symbolic thinking and motility patterns 
—as happens in some cases of fire-setting. There may indeed be 
a disturbance of the neuromuscular apparatus, manifested by dis- 
organized, labile, impulsive motility, facilitating symbolization 
and displacement. 

These child fire-setters show fixated, pathogenic, primitive 
thinking, primitive tonic and postural motor changes, magical 
mimicry—the impulsivity and primitive acting out of psychic 
symbolism in terms of bodily movements. This may indicate fixa- 
tion in the stage of wish-fulfillments by un-co-ordinated move- 
ments or gesture-magic—one of Ferenczi’s stages of infantile 
omnipotence. 

Perhaps children utilize fire and water as interchangeable or 
alternate symbols representitg a primal ambivalence, erotic and 
aggressive. The constellation of the accompanying symptoms is 
then determined by the stage of the child’s thinking and motility 
development. The fire-setting and water-play could also represent 
an infantile fixation, on a urethral-sadistic level. Ferenczi* calls 
fire-setting a urethral-erotic character trait (many incendiaries he 
found were enuretic). An ambition developing out of this infer- 
iority, for reasons unknown, he felt, was a trend toward a Hero- 
stratic type of renown.* The erotic wing of the ambivalence 
could be symbolized by the water-play, tonus alteration and 
fantasy in passive terms; the aggressive active element would 
be the fire. 


1160 Fifth Avenue 
New York 29, N. Y. 


*Herostratus set the fire that destroyed the temple of Artemis at Ephesus, in the 
hope of gaining eternal renown. 
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MANAGEMENT OF ADOLESCENT BOYS IN A STATE 
HOSPITAL SETTING* 


BY BURTON AUGUST, M.D. 


The purpose of the following study is to compare the function- 
ing of a service for adolescent boys at Rockland (N.Y.) State 
Hospital during a six-month period when psychological and social 
factors were used to control behavior, with previous periods when 
sedation and restraint were used. Certain aspects of the experi- 
ence and of the impressions gained from it will be discussed. 

The Male Adolescent Unit of Rockland State Hospital aceommo- 
dates 125 boys ranging in age from 10 years to 16. Most of them 
were sent to the hospital through the courts for behavior which 
was primarily destructive or assaultive. At the end of this study 
the patients remaining in the service showed, as tabulated, certain 
principal reasons (from the behavioral standpoint) for hospital- 
ization. 

Reasons for Hospitalization 


Assaultiveness or aggressiveness 43 
Fire-setting 28 
Neglected children 2 

125 
Bizarre or disturbed behavior 17 
Running away or truancy 12 
Destructiveness 10 
Stealing 5 
Sexual misbehavior 4 
Depression or suicidal behavior 4 


Most of the patients had two or more of the behavioral patterns 
tabulated, but the leading sign or symptom was chosen for this 
classification. 

The present building housing the male adolescent group was 
adapted from a continued treatment building. The 125 boys are 
distributed equally among five wards. Gymnasium, school and 
recreational facilities had to be adapted from structures originally 
designed to care for chronic psychotic patients, and represent 
an interim facility until the new adolescents’ unit is constructed. 

The adolescent patients comprise one of the most difficult groups 
to care for in a state hospital, because of their aggressiveness, 
*From the Male Adolescent Unit, Rockland State Hospital, Orangeburg, N.Y. 
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destructiveness, volatility, impulsivity and psychological imma- 
turity. Fights between patients, threats of assault, destruction of 
property and clothing, resentment at forced hospitalization, bit- 
terness and guilt of parents over separation from children by the 
court, hostile distrust of adults. by the children because of the 
children’s previous cruel, deprived and unwholesome experiences, 
create a supersaturated atmosphere of rebellious defiance. Minor 
frustration often leads to violent tantrums, escapes, assaults on 
personnel, or orgies of destruction of clothes and property. The 
problem of controlling behavior and maintaining a decent emo- 
tional climate, favorable for rehabilitation or even for the humane 
confinement of these boys, is a trying and difficult task. 

It is against this background that the statistics of patients 
released on convalescent status and the use of restraint and seda- 
tion were studied for the years 1954 and 1955. This period could 
be divided into four six-month periods characterized by the follow- 
ing types of therapeutic approaches to the most disturbed and 
disturbing patients: 

I. A period of six months (January to June 1954 inclusive) im- 
mediately before the use of tranquilizing drugs when neither 
sedation nor somatic therapy was used. 

II. Six months (July through December 1954) when 27 of the 
most disturbed patients had courses of I.M. reserpine, oral reser- 
pine and thorazine.* 

III. Six months (January through June 1955) during which 
equal groups of the most disturbed patients had courses orally 
either of reserpine and thorazine, or of luminal. There were 50 
such patients. , 

IV. Six months (July through December 1955) when no seda- 
tive medication or somatic therapy was used, but emphasis was 
placed on psychological methods of control and an activity pro- 
gram (including school, shop, gym and church). 

Accepted methods of control ordinarily employed in a state 
hospital—as are well known— include: (1.) Psychological methods 
oriented toward getting the patient to co-operate voluntarily 
with his care and rehabilitation. (2.) Various medications, in- 
cluding the newer tranquilizing drugs and sedatives. (3.) A host 


*Nicolaou, G., and Kline, N.: Psychiatric Research Report I. American Psychiatric 
Association. July 1955. 
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of other somatic and surgical methods including such things as 
electric convulsive treatment and pre-frontal lobotomy. (4.) 
Seclusion and various forms of restraint. (5.) Finally, transfer of 
the patient to another service, or discharge to the care of his 
relatives or to another institution. 

Over-all evaluation of effectiveness of one method of control 
should include information about such other measures as are 
concurrently employed. In terms of significant clinical improve- 
ment from specific therapeutic approaches, evaluation from within 
the service of this type of adolescent patient appears to be most 
difficult. Such evaluation can best be done according to the length 
of time the patient has remained outside the hospital after re- 
lease and the kind of adjustment he has made by comparison 
with a control group. Personnel are too prone to consider a 
patient improved who, by virtue of heavy sedation, is no longer 
aggressive or, by virtue of transfer to a group of bigger boys, 
is no longer excessively sadistic. 

Violent upheavals in the adolescent group have occurred, with 
injury to patients and destruction to hospital property within 
a few hours, following the substitution of one attendant for an- 
other. Less violent, but upsetting, conditions have been produced 
by changes in the mood or behavior of the regular hospital per- 
sonnel. The lability of adolescents is such that evaluation of 
methods should be based on the figures over a prolonged period. 
Since the compositions of patient and personnel groups are in 
constant flux, evaluation of methods of behavioral control are 
subject to serious error. 

The results obtained during the four six-month periods are 
summarized in Table 1. From Table 1, it will be seen that the 
average census was increased after the first period from 105 to 
125 patients. During this first period, no patients received any 
course of sedation, and this period (Period I) is used as a base 
line for the subsequent ones. This period before the use of medica- 
tion compares favorably with the subsequent ones in the number 
of patients placed on convalescent status. The percentages of 
patients (5.6 and 5.7) discharged in 1954 during intramuscular 
medication (Period II) and before medication (Period I) were 
substantially the same. Patients discharged during 1955 decreased ; 














BURTON AUGUST, M.D. 














Table 1. 
Change in 
Physician 
Period Period Period Period 
I II It IV 
No Sedative I. M. Oral Activity 
Medication Reserpine Reserpine Program, 
Thorazine No 
or Luminal Medication 
Jan.-July July-Dec. Jan.-July July-Dee. 
1954 1954 Vv 1955 1955 
Average bldg. census ... 105 125 125 125 
No. of pts. receiving 
course of medication .. 0 27 50 0 
Placed on conv, st. ..... 24 26 15 24 
Placed on escape st. .... 2 4 4 3 
Discharged ..........+5. 6 7 3 1 
Days in camisoles ...... 1 1 44* 2 
Days of seclusion ...... 49 66 38 6 
Transfers to other 
buildings ............ 12 7 38 5 
No. of Forms 158 Adm. 
UM ic tb veceed biraes 2 7 8 8 








*Includes one day of use of restraint sheet, 43 of camisoles. Out of the total 43 
camisole days, one boy on reserpine had a burn on his hand and was in protective 
camisole for 29 days; another boy constantly picked at a sore on his face and was 
in protective camisole for three days. 
and this reflects the cessation after 1953 of admissions of ado- 
lescent boys on minor voluntary certificates. 

Several facts should be pointed out here which could influence 
these statistics: (1.) The physician in charge of the building 
was changed at the beginning of 1955. The ‘new physician was 
inexperienced by comparison to the physician leaving, both as 
to patients and personnel. The drop in patients leaving on con- 
valescent status from January through June 1955 may be ex- 
plained in part by this. (2.) During Period III, when oral medica- 
tion was used, the building was being painted. The painting re- 
quired the closing of one ward, with subsequent overcrowding of 
the remaining four wards and a constant shuffling of patients 
and personnel. (3.) Also during Period III, 25 patients were 
transferred from the Adolescent Group to a newly opened ward 
in another building. These patients were chosen on the basis of 
being most regressed, but not violent or destructive, and were 
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selected because of the absence of window screens and the lesser 
experience of the personnel staffing the new ward in the other 
service, The patients who were received in turn to fill the vacan- 
cies were the more disturbed and destructive patients from both 
the reception service and the Children’s Group of the hospital. 

During Period IV, six months without medication, but with 
emphasis on an activity program, the number of patients placed 
on convalescent status was about the same as for Periods I and 
II. During the activity period no increase in serious accidents or 
escapes occurred, as indicated by similar numbers used of forms 
158 Adm. (report of accident, injury or escape). There was a 
marked decrease in the use of seclusion and restraint during 
this activity period. While the over-all number of successful 
escapes remained the same, no patient on sedative medication 
with luminal or reserpine escaped successfully. During the activity 
period, there were only six days of seclusion as compared to 49, 
66 and 38 during the preceding periods. 

The 43 camisole days during Period ITI, the oral medication 
phase, was due largely to one patient on reserpine (this patient 
seriously burned his hand on a radiator pipe). Apparently he 
had decreased pain-sensitivity or response as a result of the 
medication. He had never burned himself before the medication 
or after it was discontinued. The camisole was applied to pre- 
vent him from smearing feces in the wound or destroying the 
granulation tissues. 

The two camisole days during the activity period came when 
a patient who was refused a pencil, and was threatened with 
removal to another ward for his behavior, impulsively assaulted 
an attendant. The use of the camisole might have been obviated 
by his transfer to the other ward. The camisole was applied for 
two days, as much to assuage the feeling of the building per- 
sonnel as to protect anyone from injury. Subsequently, out of 
camisole for over five months on a new ward, the patient was 
not assaultive. 

The six seclusion days during the activity period occurred on 
a single day, after the building physician and supervisor had been 
absent for several days. Due to a change in the policy of the 
“home staff,” the number of patients permitted on home visit 
was decreased to 15 from 55 and 60, previously permitted on the 
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two preceding years’ Christmas holidays. The resulting resent- 
ment was manifested three days later by a mass attempt at escape 
of about 25 boys. To put the lid on the turmoil, the seclusion 
was ordered by a staff member in the absence, as just noted, of 
both the building physician and supervisor. 

Comparison of results of patients for the building as a whole 
—before medication, during the two medication periods and 
during the activity program—do not show superiority of medica- 
tion in bringing about the placing of patients on convalescent 
status or decreasing the use of restraint (Table 1). The dosage 
(Table 2) of intramuscular reserpine ranged from 2.5 mg. to 7.5 


Table 2. Comparison of patients treated with tranquilizing medication with total 
patient population of adolescent group April 1, 1954 to March 31, 1955. 





Trans.to Remaining 

Escape Other in Adol. 

Cony. st. Discharged Status Bldgs. Group 
Per Per Per Per Per 

No. Cent No. Cent No. Cent No. Cent No. Cent 





Entire group 
125 patients ..... 46 37 11 9 5 4 21 17 42 34 
Oral medication group 
(10 mos. post-B ) 
Luminal 
24 patients ... 5 21 1 4 0 0 7 A | ee 
Thorazine-reserpine 
24 patients ... 7 29 1 4 0 0 8 33 8 33 
I. M. reserpine group* 
(1 yr. post-R ) 
27 patients ... 4 15 3 11 0 0 2 3 4 





mg. daily, with oral dosage ranging from 2.0 mg. to 5.0 mg.* 
If there was no improvement after the first course of one month, 
another course of a month was given. During the phase of oral 
medication the dosage ranged from thorazine, 25 mg., b.id., and 
reserpine, 0.5 mg., b.i.d., increased gradually to reserpine alone, 
2.0 mg., b.i.d. This last dosage was maintained for a month be- 
fore discontinuance. The dosage of luminal used as a control 
was 90 mg., b.i.d. Comparison of the group on oral medication 
with the group treated by intramuscular reserpine during Period 


*Nicolaou, G., and Kline, N.: Op. cit. 
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II, the preceding six months, did not show any significant differ- 
ences. 


Patients receiving medication did more poorly than those with- 
out medication, save for the absence of escapes in the medicated 
group. This probably reflects the choice of the most difficult 
patients for medication, and does not reflect the efficacy of medica- 
tion in the management of disturbed boys. 

Comparison of results between equal groups of patients on 
oral doses of luminal and reserpine-thorazine did not reveal 
significant differences with respect to patients released or dis- 
charged 11 months after discontinuance of medication (See Table 
2). Patients were chosen to receive luminal or reserpine-thora- 
zine by taking the 48 most disturbed boys and dividing them 
into pairs, judging by similar behavior and clinical aspects. Which 
boy of a pair got which medication was determined by chance. 
In adolescent boys, the use of medication must be placed in the 
framework of a psychosocial matrix. The writer’s impression is 
that medication has sedative values which might enable adolescent 
patients to be released while maintained on it. However, just as 
anticonvulsants and digitalizing drugs do not in themselves repair 
the underlying physiopathology in cardiacs and epileptics, reser- 
pine, luminal and thorazine do not appear to repair the underlying 
psychopathology of disturbed adolescents. 

That the diagnoses alone of adolescent boys should not be the 
criteria for the use of medication appears evident from the dis- 
crepancy in diagnoses between Rockland State Hospital and the 
two committing hospitals (See Table 3). Whereas 101 of the 125 


Table 3. Diagnostic Survey, Boys Adolescent Group, Rockland State Hospital, 








January 1956 
At Bellevue 
or Kings 
Diagnoses County At Rockland 

Schizophrenia ........csccccccccccccecss 88 27 
Psychosis with mental deficiency ........ Oxi. 1 
Psychotic reaction, type not stated ...... 13 0 
Sociopathic personality .........eseeeeeee 11 0 
Primary behavior disorder ..........06. 13 97 


TOtes ccccescscccvncsvesvecsevececs 125 125 
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patients were diagnosed as psychotic at Bellevue Hospital or 
Kings County Hospital, a final diagnosis of psychosis was made 
at Rockland in only 28 of the same 125. 

That the decrease in restraint during Period IV (Table 1) 
was not due solely to the transfer of disturbed patients from 
the adolescent unit and the admission of non-disturbed patients, 
seems apparent from comparing the restraint records of patients 
received from the Children’s Group of the hospital during the 
period before their transfer, and during the six-month period 
when there was emphasis on the activity program. 

Up to December 1955, 48 patients had been transferred from 
the Children’s Group. They included some 12-year-olds, trans- 
ferred to make room for newly-admitted younger children, and 
some children under 12 who were so disturbed that it was felt 
desirable to place them with the adolescent boys. Of these 48 
patients the majority were transferred before the activity period 
of the adolescent unit. Twenty-six of the 48 had required a total 
of 50 days use of seclusion, restraint or sedative pack, during 
the six months before transfer. During a similar period—during 
the activity phase—in the adolescent unit, only two of these 
patients were placed in seclusion, and this following the mass 
escape attempt previously mentioned. 


Methods of Control 


The following methods of control have permitted the manage- 
ment of patients without the use of restraint, medication, or shock. 

1. The transfer of a disturbed patient from one ward to another 
within the service will often dramatically terminate a psychotic 
episode. 

2. A total-activity program during the entire period of wake- 
fulness diminishes greatly the rebellious, destructive and over- 
aggressive activity of boys in the adolescent unit. 

3. An increased ratio of employees to patients reduces problems 
in management and permits effective control without the use of 
restraint, sedation or shock. 

4, In extreme instances, the transfer of patients from the ado- 
lescent unit to an adult service is efficacious. 

5. The proper choice and assignment of personnel undoubtedly 
are the most important factors in the management of adolescent 
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boys. Stable, mature, physically strong individuals who have 
raised their own children successfully are most desirable. Person- 
nel policies which increase the pride of employees in working with 
these boys, and decrease employee-tension and resentment have 
a favorable influence on the behavior of the boys. Overtly sa- 
distic tendencies on the part of the personnel can be responsible 
for increases in destructive and aggressive behavior. Women 
employees of a maternal type appear to be helpful in promoting 
more socially desirable behavior in adolescent boys. This effect 
may be destroyed if the women are excessively seductive. 


SUMMARY 


Results when 125 disturbed adolescent boys were cared for with 
emphasis on total activity appeared as good as when the new 
tranquilizing drugs or sedatives were used. The results of the 
activity program were accomplished without sedative medica- 
tion or any somatic therapy, and with a marked decrease in the 
use of restraint and seclusion. The key factor felt to be respon- 
sible was improvement in interpersonal relations among the staff, 
and a desire of personnel to avoid restraint, seclusion or sedation. 

This does not preclude the judicious use of various forms of 
drug or somatic therapy, but highlights the fact that disturbed 
adolescent boys may be treated without shock therapy, restraint 
or seclusion. 

Tranquilizing drugs may be useful in management in extreme 
cases, particularly where environmental factors cannot be altered. 

Patients receiving sedation did not succeed in escaping while 
on medication. The number of escapes on the service did not 
change significantly, however, between periods when the most 
disturbed patients were under sedation as compared to periods 
when they were not. 

Management of the service as a whole seemed easier without 
sedation or restraint than when the medications were extensively 
used. The co-operation of the ward personnel in the program 
was essential to the success of the activity phase. 

Release rates 10 months after two-month courses of oral luminal 
and reserpine-thorazine did not show any significant differences 
in the release rates of the two groups. 

In individual cases, dramatic results were observed with the 
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newer tranquilizing drugs (with patients remaining on their own 
wards), but equally dramatic results were seen when psychotic 
patients were transfered to other wards without medication, 
pointing to the importance of the psychosocial matrix in the dis- 
turbances of adolescent boys. 

Diagnosis alone is not a reliable indication for the use of medi- 
cation, because of the present wide variance of diagnostic criteria 
in disturbed adolescent boys. 

The methods which seemed most useful for management and 
control of behavior without medication have been enumerated in 
this report. 
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DEPRESSION AS AFTER-EFFECT OF MISSED MASOCHISTIC 
OPPORTUNITIES - 
BY EDMUND BERGLER, M.D. 


One of the most amazing of the characteristics of psychic 
masochism—wnconscious adherence to the pleasure-in-displeasure 
pattern—is the compulsion to “spend” the prepared cathexis. 
The writer has drawn attention to this attitude, though he has 
not enlarged on it, in his recent book, The Siperego (Grune & 
Stratton, New York, 1952). To quote: 

“One cannot escape the impression that specific amounts of 
psychic masochism, once they have been mobilized for use on a 
specific occasion (such as expectation of danger), are irrevocably 
destined to be ‘spent.’ Depending on the makeup of the indi- 
vidual, this tendency manifests itself in ‘senseless’ depression 
post fortuito facto, in deposition on some other point, in pseudo- 
moronic actions, or in other ways. It seems probable to me that 
much of what goes under the heading, ‘those who cannot take 
success,’ belong in this group. [p. 64.]” 

Two confirming facts have since come to the writer’s ‘attention: 
“tears of happmess” and the regularity of predictable depressions 
in psychic masochists after a dreaded situation has failed to ma- 
terialize. 

To ery “because I’m so happy”* seems at first glance para- 
doxical, to say the least. Everybody accepts tears of unhappiness 
and misery as a commonplace phenomenon which is understand- 
able because it is familiar. Accepted, also, are such misuses of 
tears as “crocodile tears,” and such illogicalities as “tears of 
happiness.” All of these manifestations are part of a big question 
mark (Why is crying the specific outlet chosen?) and constitute 
individual puzzles as well. 

As far as “tears of happiness” are concerned, it should first 
be noted that the specific happy event must necessarily have been 
preceded by long periods of worry, uncertainty, despair, failure 
or merely absence of success. Unless the stage has been set in 
this way, the reaction to the fortunate event would be mere com- 
placency. 


*Bergler, E.: Paradoxical tears—tears of happiness. Dis. Nerv. Sys., 13-337- 
338, 1952. 
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Worry, despair, absence of success unconsciously mobilize a 
good deal of psychic masochism within the afflicted person’ Once 
the pleasure-in-displeasure pattern has been activated, it cannot 
be immobilized until the store of energy accumulated has been 
discharged. If the individual’s dreary expectations are climaxed 
by their realization, the masochistic discharge is absorbed by the 
subsequent depression. But this outlet is not available if they 
are not realized, and an unexpected success materializes. A new 
way of discharge is inwardly sought and found. The happy event 
is discounted, and the psychic masochist’s behavior reflects the 
misery which preceded it. 

In inner reality, therefore, “tears of happiness” are: (a) Un- 
conscious discharge of the psychic masochism that was prepared 
in expectation of a negative outcome; (b) unconscious pleasure 
derived from masochistically-tinged self-pity, repeating in inner 
review the suffering preceding the favorable outcome; and (c) 
conscious rationalization of a paradox—since the individual is 
not conscious of mechanisms “a” and “b,” an explanation which 
satisfies logical thinking must be constructed; the fact that even 
the logic is faulty can be disregarded. 

To elaborate on the statement that the period of dling expecta- 
tion and absence of success mobilizes an appropriate intrapsychic 
store of psychic masochism which is later discharged in the para- 
doxical reaction of “tears of happiness,” consider the following. 

This problem hinges on evaluation of the true nature of the 
super-ego, the unconscious conscience. Psychoanalytic psychiatry, 
built on Freud’s discovery of the dynamic unconscious, has proved 
that there is no similarity between conscious and unconscious 
conscience, except for the name they both bear. Conscious con- 
science reflects the conventional concepts of right and wrong of 
a specific cultural orbit, and governs the restrictions which make 
civilized life possible. Unconscious conscience (for which the 
language has no word, hence Freud’s neologism: super-ego) is 
by no means an extension and accentuation of the power of con- 
scious conscience. It is torture for torture’s sake. 

It is admittedly difficult to imagine that within every human 
being there exists a force which is his inner enemy—and which 
he himself created, since it grew out of the infant’s undischarged 
aggression, rebounding from its clash with the ego. Still, this 
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dreary statement corresponds to clinical facts. The development 
and function of this inner enemy, the super-ego, has been de- 
scribed at length in the author’s books, The Superego (cited) and 
The Battle of the Conscience (Washington Institute of Medicine, 
1948). 

The unconscious ego attempts counter-measures against the 
barrage of torture meted out by the super-ego. One of the most 
ingenious of these measures is psychic masochism. Since the in- 
ner conscience is antihedonistic and its function is torture, the 
unconscious ego must somehow neutralize this torture in order to 
survive. The ego does so by “libidinizing” torture, and thus de- 
riving unconscious pleasure from pain. Inevitably, what was in- 
tended as punishment ends as allure. And the only pleasure that 
can be derived from displeasure is to make this displeasure itself 
into a pleasure. 

Why should the dreary prelude to “tears of happiness” serve 
to mobilize a substantial dose of psychic masochism? The answer 
is to be found in one of the “rules of torture” which govern the 
super-ego. (These techniques are enumerated at length in The 
Superego.) The inner torturer holds the ego “personally respon- 
sible” for failure. Objective facts, unfortunate coincidences, other 
people’s errors may, in fact, have caused the failure; but these 
extenuating circumstances are ignored, and the ego of the indi- 
vidual is blamed by his cruel and inflexible inner conscience. It 
is as if the superego retained as its yardstick the child’s megalo- 
mania, in the period when he bragged of—and believed in—his 
unlimited power. Subsequent amending of this megalomania is 
not taken into consideration. 

Punishment is dictated according to this standard. The ego 
transforms this punishment into psychic masochism. Once this 
has been done, the psycho-economical aspect results in the neces- 
sity of discharging the accumulated “energy.” This energy cannot 
simply be dismissed like a servant who is not needed—at the 


moment. 
* * — 


A more important confirming fact here is “depression as after- 
effect of missed masochistic opportunities.” To exemplify: 
. Mrs. A. was a woman of 35 who had entered psychoanalysis 
because of “dissatisfaction with everything and inability to make 
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decisions.” (This was her own diagnosis.) Constantly, she would 
mull over the “injustices” done her by her mother, who had been 
the patient’s main educator. The patient’s father had died when 
she was still very young. Mr. A. confirmed his wife’s description 
of her mother as a “self-centered, always demanding, always in- 
dignant” woman; the patient did not falsify facts but merely mis- 
used them tendentiously. There were telephone conversations be- 
tween Mrs. A. and her mother every day, although the two women 
had “nothing to say” to each other. The tone of voice used by 
her mother in these conversations, the inflection she lent to a 
word, what she said or left unsaid, provided Mrs. A. with her 
“masochistic dish” for the day. So assiduous was she in collecting 
injustices of this type that she put her twins under the care of 
an energetic nurse who intimidated her to such a degree that she 
did not dare to have anything to do with the nursery. 

According to Mrs. A., her fear that “something could happen 
to mother” had been implanted in her, when she was a child, by 
her mother. Punishment was habitually threatened, in case the 
child’s actions were to “excite” the mother. Since any of the 
child’s actions was likely to achieve this dire result, the mother’s 
slightest headache or cold was blamed on the child. Mrs. A. could 
not explain why, after 25 or 30 years, she should still cling to 
infantile interdictions. Nor could she explain why she so tena- 
ciously held onto her guilt, which pertained to aggressive thoughts 
directed against her mother. 

As was to be expected, this layer of pseudo-aggression covered 
a more deeply-repressed, truly fantastic, masochistic attachment 
to the image of her mother. So ingrained was this unconscious 
desire to be “a nobody,” that the nurse was—unconsciously on 
purpose—hired to satisfy this very aim: She too was aggressively 
demanding. ; 

Mrs. A.’s “indecision” turned out to be immer sarcasm directed 
at her mother. Having been forced to submit to her mother’s 
wishes in every way, including even choice of clothing, she re- 
duced herself to a masochistic nonentity in later life. She was 
unable to choose her clothes; she could not furnish the country 
home her husband had built for her at great expense; she could 
not enjoy his love. This repetition of indecision went so far that 
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there was not a single lighting fixture in her “beautiful dining 
room”—at night the empty room could be seen only by flashlight. 

After a few months of analysis, when some of the “injustices” 
had been worked out in the transference, and her infantile past 
(including buried Oedipal fantasies) had been linked with her 
present repetitions in life, Mrs. A. showed marked improvement. 
She even bought clothes and some furniture. 

Her “resistance” in treatment was very pronounced, though 
banal. For example, she accepted (as is usual in such cases) her 
repressed aggression against her mother, but could not “under- 
stand” the deeper layer of masochistic attachment. She found it 
difficult to grasp the fact that her enormous guilt pertained to 
this self-chosen perpetuation of psychic masochism, and was only 
secondarily shifted to the “lesser intrapsychic crime” of pseudo- 
aggression. The whole idea of being a devotee of libidinized self- 
torture was abhorrent to her. It was rather pathetic to observe 
how this incarnation of psychic masochism wanted to be con- 
sidered an “aggressive” person. In any event, she appeared to 
understand, after some time, what analysis was driving at in her 
case. ‘ 

Then came a rather long interruption, necessitated by the 
writer’s vacation. The writer did not hear from Mrs. A. for two 
months, but in the middle of August she telephoned. She reported 
that for nearly all of this time she had been “getting along fine,” 
until two weeks earlier, when “a change came over me—mind you 
—without any external reason.” The writer’s answer was the 
question: “What’s going on with your mother?” 

The question was prompted by knowledge that Mrs. A.’s mother 
habitually spent the summer months with another daughter who 
was “cold and indifferent to the mother’s peculiarities,” but that 
this year the program had had to be changed. The “cold and in- 
different” sister’s husband was less tolerant than his wife, and 
had issued an ultimatum with regard to his mother-in-law’s visit: 
She had to be out of their summer home by the time his vacation 
began in August. “Either she goes, or I do,” was his threat. Under 
this pressure, Mrs. A.’s sister gave in, and began to bombard 
Mrs. A. with warnings that their mother would be her respon- 
her husband, and they agreed that Mrs. A.’s mother was, under 
sibility during August. The patient was frantic. She consulted 
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no circumstances, to stay at their house. Instead, the A.’s would 
suggest that the mother allow them to take a room for her at 
a nearby resort; Mr. A. was to take the blame for the absence 
of an invitation to their home. (The mother was financially in- 
dependent, by the way.) This had been the situation before the 
interruption of Mrs. A.’s analysis. 

Mrs. A. answered the question (“What’s going on with your 
mother?”) with a surprised, “Why do you ask? Mother is in a 
resort near my sister’s.” 

“And are you in no way connected with this decision?” 

“Well, just to keep up appearances, I invited her. She refused.” 

“Does the beginning of your depression—two weeks ago—coin- 
cide with your mother’s moving out of your sister’s house?” 

“See, bat 2.6" 

“There is your answer. You were prepared for a great maso- 
chistic fiesta—your mother’s visit. It did not materialize. Now 
you are mourning over a lost opportunity.” 


This masochistic anticlimax is invariably predictable. It is not 
enough for the therapist to prevent masochistic acts in these 
severe neurotics. It is also necessary to make them familiar with 
depressions following the avoidance of these very acts. Otherwise 
“unexplainable” relapses will follow. The mocking writer, Saki, 
surmised of one such individual: “He simply has the instinct for 
being unhappy highly developed.” But Saki was wrong: Psychic 
masochism is not an “instinct” but a complex inner defense against 
the torture emanating from the unconscious conscience. The price 
of this inner defense is conscious unhappiness, and even when 
the defense is made superfluous by a favorable event, payment 
in kind (a consolation prize!) is exacted for the preparatory 
period. 


251 Central Park West 
New York 24, N.Y. 











MODIFIED GROUP THERAPY IN TRAINING PSYCHIATRIC AIDES* 
BY WILLIAM 8, WIEDORN, JR., M.D. 


Expansion of psychiatric in-patient services and development 
of mental hygiene programs often requires the rapid training of 
psychiatric aides. These persons need education in their role 
as more-or-less basic milieu therapists in a ward situation. While 
the author was assigned as instructor at the School of Aviation 
Medicine, Gunter Branch, USAF, he had some experience in this 
particular situation. This communication presents the techniques 
developed there to handle this type of training, and, further, 
makes observations on the possible meaning of the student’s ex- 
perience. The final program was essentially a form of modified 
group psychotherapy. Though this activity occurred in a class- 
room situation, emphasis was on the interpersonal situation of 
aide and patient, with a goal of efficient interaction of the aide 
with the psychiatric in-patient. 

The students were not being trained as psychiatric aides per 
se, but received instruction in psychiatry as part of training in 
general patient care. About 30 groups were involved in this study. 
Each group had from four to more than 20 hours of instruction. 
Each contained from 20 to 50 students. There were three major 
types of groups. The first was made up of airmen third class 
who had recently finished basic training. The second was made up 
of non-commissioned officers with a number of years of exper- 
ience as medical aides, though not psychiatric aides. The third 
major division was of registered nurses. They were being trained 
in psychiatry in preparation for roles as flight nurses, where they 
would have considerable—and possibly sole—responsibility for 
psychiatric patients during air evacuation flights. The nurses 
are included in the present study because they received brief 
training for their special jobs. 

Although there was considerable variation in the previous level 
of training of the groups, it is important to note that in those 
with previous medical experience few had had much training or 


*The work on which this article is based was done at the School of Aviation 
Medicine, Gunter Branch, USAF. The author is now in the department of psychiatry 
and neurology, Louisiana State University School of Medicine. 

The author wishes to thank Robert Cortner, Lt., USAF (MSC) and Janice Albert, 
Capt., USAF (NC) for their assistance and co-operation in carrying out these studies. 
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experience in psychiatry. Further, even though it was thought 
at first that the most difficulty would be found with persons who 
had had no previous medical experience, it was found—surpris- 
ingly—that these were usually the most spontaneous and showed 
the most rapid progress toward more efficient attitudes and aware- 
ness of psychiatric illness. The details of handling the types of 
groups varied of course, though this variation usually occurred 
at the level of the intellectualizations that were presented initially. 
In this paper, it is observed that essentially the same group 
working-through process was observed in all, regardless of their 
status. 

The observations may be conveniently listed under the follow- 
ing headings: anxiety in the group; emergence of resistances; 
communication and the role of the instructor; and the working- 
through process and validation of findings in the group. 


1. ANXIETY IN THE GROUP 


The well-known observation that it is well-nigh impossible to 
teach psychiatry without arousing anxiety in the student was 
amply supported. In the groups observed, there seemed to be 
certain consistent sources of anxiety. These are not interpreted as 
the basic intrapsychic sources, but rather as sources which could 
be identified and which became apparent in the training situation. 

The student was made increasingly aware of his own person- 
ality, with his own anxieties, dissociations, and so on. Concern 
both with his real personal problems and those of meaningful 
persons about him, was involved. There was the added difficulty 
that the student would fear that much of the material which 
actually bore no relation to his own difficulties did somehow per- 
tain to him. This was illustrated in the large number of questions 
which began: “If a person feels [almost anything at all], does 
that means he is [sick, ‘neurotic,’ needing to consult a psychi- 
atrist, ete.]?” 

Second, the student usually had many fantasies about himself 
in his future work with patients. If, as was often the case, the 
student had not even seen a diagnosed psychiatric patient, these 
fantasies usually revolved about some conception that the psy- 
chiatric patient was dangerous to the person of the student. 
Students were often realistically concerned about their ability 
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to be psychiatric aides. The relationship of the student to the 
instructor was another source of anxiety. The instructor was the 
focal point for the genesis and emergence of the previously- 
described sources of anxiety. Also, the role of the instructor as 
a therapeutic group leader, as well as an authoritarian figure, 
mobilized anxiety in the student aide. 

Evidence of the mobilized anxiety in the students was readily 
observable. In reference to the anxiety focused on the instructor, 
many students showed varied initial maladaptive attempts to 
delineate their relationship with the instructor, ranging from in- 
gratiation to rather asocial acting-out. A problem with this group 
technique was the number of self-referrals for counseling and/or 
therapy. Another datum indicating the quantity of anxiety in the 
student groups was the rapid development of superficial, and 
sometimes complex, transference relationships of the students to 
the instructor. These, of course, were manifested in the self- 
referrals. 

Anxiety was also seen in the more unsophisticated groups, in 
the production of highly personal and sometimes deep material in 
the form of questions or comments in the group. Many students 
would rather gather about after the class hour and ask rather 
abstract, but transparent, questions about psychiatric treatment 
and illness, hypnosis, and psychopathologic behavior in the guise 
of inquiry about personally-meaningful persons. Since the goal 
of the group experience was not psychotherapy in an individual 
sense, but the development of more efficient attitudes and re- 
sponses to psychiatric patients, this type of material was usually 
worked with in whatever terms it was presented. If a student 
went through the appropriate administrative procedures, he was 
seen for individual therapy. 


2. EMERGENCE OF RESISTANCES 


Probably the most striking evidence of mobilized anxiety was 
the emergence and communication of resistances. The communica- 
tion of the students’ resistances was the crucial area in the work- 
ing-through of inefficient attitudes toward, and fantasies concern- 
ing, psychiatric patients. These resistances were of course as- 
sociated, among other things, with the sources of anxiety 
mentioned earlier. Varied behavior was symptomatic of resist- 
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ance. Rage, either directed toward the instructor or toward the 
whole school-situation, was seen. Occasionally, this was overtly 
expressed in the group; and it called for careful handling be- 
cause of the anxiety engendered in other group members. Frank 
disbelief was encountered. A tense student might volunteer: “I 
know what you’re saying, but I just don’t believe it.” Retention 
of rigid, overintellectualized attitudes, in spite of movement of 
the group, was also seen. Some students verbalized the feeling 
that all psychiatric patients were “dangerous maniacs” who 
should be avoided or threatened. Various types of withdrawal— 
sleeping, autism, sitting in the farthest corner of the room, compul- 
sive note-taking, argumentativeness, trying to “prove the teacher 
wrong,” and the like—were frequently seen. Hostility toward psy- 
chiatrie patients was frequently either openly expressed as dis- 
taste, dislike or even hatred, or thinly disguised in such comments 
as, “They should be kept sedated at all times,” or “They should be 
restrained always.” Such remarks were valuable as starting 
points for group discussion. When resistances in certain indi- 
viduals were persistent or severe, such as autistic withdrawal or 
active retention of inefficient attitudes, or were apparently specifi- 
cally symptomatic of signficant individual psychopathology, these 
were not worked with. It was surprising at first to find that tol- 
erance and acceptance of this type of symptomatic resistance, 
rather than being disruptive to the group, was actually reassuring 
and encouraging to group cohesion and movement. 

Certain special problems are most easily considered to be re- 
sistances in the group situation. Guilt in the presence of covert 
or expressed hostility toward psychiatric patients often necessi- 
tated therapeutic action of the group leader (the instructor). Gen- 
eral (cultural) ignorance and fear of psychiatric patients and ill- 
ness appeared in protean form. Fantasies associating psychiatric 
illness with personal guilt and retribution, sexual deeds or mis- 
deeds, overwork, syphilis, “bad heredity,” “the patients just imag- 
ining that something is wrong with them,” and the like were en- 
countered. 

It should be noted that there seems to be a considerable segment 
of the population, inclusive of all educational levels, which retains 
the primitive belief that one can somehow magically imagine 
one’s self into a psychiatric (or other) illness. The projected fan- 
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tasy that psychiatric illness is a problem of volition was one of 
the most pernicious and efficient defenses of the student—facili- 
tating continuing hostility toward the psychiatric patient. This, 
as well as the other fantasies of “etiology” of psychiatric illness 
could only be handled as therapeutic, not educational, problems. 


3. COMMUNICATION AND THE ROLE OF THE INSTRUCTOR 


Facilitation of communication by the instructor was found nec- 
essary to group movement, and warrants special consideration. 
At the first session of each class, the most efficient starting point 
was a description of the goal of the series of classes. This was 
given in nonintellectualized, operational terms, reflecting aware- 
ness of the prime role of the aide in his relationship with the pa- 
tient. The role of the instructor was defined initially and the 
“rules” for the classroom experience, in terms of the absence of 
total or authoritarian control were communicated. Sometimes, 
considerable de-emphasizing of the group leader’s authoritarian 
position was necessary. This may have been a specific situational 
problem for both students and instructor, however. The effective 
communication to the class of the role of the instructor depended 
eventually on the behavior of the instructor toward the material 
the group presented. There was usually considerable obvious test- 
ing-out early in a group’s experience. 

The necessary amount of rather rigid and intellectualized mate- 
rial was presented by the instructor, such as diagnostic categories, 
classifications, and so on. The opportunity for the students to 
grasp these intellectualizations was found to be valuable in their 
handling of the initial anxiety caused by the group experience. 
This presentation by the instructor rapidly merged into increas- 
ingly-free, group discussion, in which the instructor played less of 
a role as an authority figure and more of a therapeutic role. A 
most important technique was to allow and encourage the students 
to express their anxious attitudes toward psychiatric patients. 
This required the group leader to facilitate, as well as modulate, 
these expressions, besides using them as examples upon which fur- 
ther experience for the group could be constructed. 

In this evocative role the outlining of hypothetical, but probable 
problems that the aid could expect with the patient was found to 
be especially useful. These problem situations engendered consid- 
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erable anxiety, which was then communicated by the students and 
utilized by the instructor for re-working the student’s attitudes. 
Anxiety, fear, rage and avoidance were all experienced, communi- 
cated and handled in the group. When using such a technique, 
the instructor must often be reassuring and accepting within the 
framework of the classroom and that of his dual role as authority 
figure and therapist. The therapist should be prepared for some 
rather unusual and unexpected verbalizations. These are usually 
readily handled as experiences for learning by the group. 

If a student’s initial defiance, rage, or anxious verbalization is 
handled in this fashion as an opportunity for group learning and 
growth, rather than as a situation calling for suppressive control, 
the group’s progress is facilitated. As far as the individual stu- 
dent of the writer’s groups was concerned, these affective experi- 
ences could not always be worked through during the class hour. 
It was helpful to be available immediately after class to discuss 
with any individual student the problems, experiences and fan- 
tasies which he did not communicate in class or which were not 
brought to some sort of conclusion for him. With a somewhat anx- 
ious student, this might be a decisive experience. 

For the group as a whole, a useful rule was that any unusual or 
severe anxiety should not be allowed to carry over. Discussions 
and problems were brought to a meaningful and comfortable close 
at the end of each class hour. And in general, unless a student 
specifically requested therapeutic attention and went through the 
necessary administrative procedures to make a therapeutic con- 
tact, the area of work was localized to problems directly and con- 
sciously associated with future interpersonal relationships with 
psychiatric patients. Exceptions were made when a student’s pain- 
ful affect was of such a quantity that help was needed, or when the 
student produced bizarre material. 


4, THe WorkKING-THROUGH PROcEsS 
The working-through process consisted of, as in any therapeutic 
situation, the mobilization of anxiety, the communication and work- 
ing through of resistances, and subsequent growth in the specific 
area. In the technique outlined here, the role of the group ther- 
apist (instructor) was modified, in that considerable activity, as 
well as support, was necessary to elicit and facilitate communica- 
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tion of significant material. Techniques for dealing with psychiat- 
ric patients were discussed, after working with the students’ anx- 
ieties and other affects. It is important to note that the working- 
through process is begun in this type of group experience, but is 
not terminated. Since the student was to leave the school and then 
come into contact with wards and psychiatric patients, it was 
planned to direct the greatest effort toward preparing the student 
for the experiences, both interpersonal and internal, which he 
would undergo. 

In developing these principles, there was considerable opportu- 
nity for validation in the group. Validation is considered, not in 
terms of what the student subsequently did, since such follow-up 
was not possible, but in terms of the amount and type of change 
noted, as well as of the rapidity of growth of the individual mem- 
bers of the group. The question might be raised whether much of 
the change observed was not the student becoming more comfort- 
able with the instructor, rather than learning to deal better with 
his own feelings and responses in the interpersonal situation of 
aide with patient. Becoming more comfortable with the instruc- 
tor, of course occurred, and was probably the beginning of all the 
subsequent group activity. 

Rapid growth was observed in some students. There was a de- 
crease in the use of formulas to describe behavior and of the pro- 
posal of stereotyped means to manage problems on wards. In this 
technique, the student, of course, worked through his problems 
with the instructor and the other members of the group, rather 
than with the patient. A decrease in uncontrolled “emergency” re- 
sponses in the group members was gratifying to observe. A de- 
crease in recourse to threatening and/or elusive behavior was 
noted. The rising and falling of anxiety in the group were evident, 
as well as the final emergence of a significant degree of comfort 
and comprehension in discussion of problems to be found by the 
aide in his work with psychiatric patients. Increasing self-esteem, 
and a growing sense of dignity in the students in their role as 
aides also occurred. Another check on the group techniques was in 
the responses found in persons who were in individual therapy 
and were also group members. 

In discussing these group techniques, no mention has been made 
of specific details and/or problems. Since these are sure to vary 
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from group to group, and to be handled differently by different 
therapists, detailed reporting of them has not seemed indicated. 
The significant observation has been that student aides have shown 
rapid growth, in concepts of their future work, when these tech- 
niques were used, in distinction to a more formal academic type 
of training. - 

Summary anp CoNcLUSIONS 


Observations are reported to illustrate the occurrence of a thera- 
peutic experience in training student psychiatric aides when cer- 
tain techniques of group processes were used. The group process 
involved the mobilization of anxiety, the emergence of resistances 
and the working-through of pathological, inefficient and primitive 
fantasies, responses, attitudes and behavior toward psychiatric pa- 
tients. This group process depended, among other things, on the 
role of the therapist in facilitating communication of this material. 

By use of this form of modified group psychotherapy, the student 
may be helped to experience personal growth so that efficient be- 
havior and communication in the interpersonal situation with the 
psychiatric patient is made easier. 

The occurrence has been noted of a transference-like phenome- 
non in which the student works through the significant material in 
relation to and with the group therapist (instructor). In this type 
of teaching, the instructor should be prepared to fill a necessary 
role of therapist to the student group. 

Finally, it is important to emphasize that the goals of these 
procedures are limited, as the work is confined to a small experi- 
ential area of the personality. 


Department of Psychiatry and Neurology 
Louisiana State University School of Medicine 
New Orleans 12, La. 











THE FUNCTION OF ANXIETY* 
BY HOWARD J. SHEAR 


Basically, contemporary conceptions of anxiety seem to be de- 
ductions from Freudian theory. Observing neurotic anxiety, Freud 
saw that repressions were apparently behind this behavior. Freud’ 
generalized that the energy of the repressed libido expressed it- 
self in anxiety. Later,’ he observed that his patients’ anxieties 
seemed to serve as warning devices, and he theorized that the 
anxiety acted as a warning signal so that the anxious person 
would avoid dangerous situations. Certain impulses would lead to 
danger, so they must be repressed. In the second Freudian theory, 
repressions do not produce anxiety, but anxiety leads to repres- 
sions, 

May* has presented an excellent discussion of all reported 
theories of anxiety as well as of his own formulation. Rogerian 
theory‘ was not discussed in May’s work, but the implicit idea 
of that theory—that anxiety is a manifestation of denied experi- 
ence—appears to be similar to Freud’s initial conception. In all 
of these theories, anxiety is either a consequence of unexpressed 
energies, a warning signal of danger—of punishment, new indi- 
viduations, or disapprobations—or a manifestation of a conflict 
of strivings or values. 

The empirical narrowness of all of these conceptions is revealed 
when the clinician observes masochistic behavior, Freud’ was 
extremely sensitive to the dilemma of masochism; and in order 
to explain the phenomenon, he formulated his imaginative, al- 
though untestable, hypothesis of “the death instinct.” 

In his clinical experience, the writer has been struck by the 
patients’ ability to “choose” to be anxious. The observation that 
patients “choose” to be anxious seemed so incogruent with any 
systematic theory known to the writer that the observation was 
simply not trusted. The recurrent observation, however, began to 
make sense in terms of a theory of human behavior. It is a theory 

*From the Veterans Administration Hospital, Coatesville, Pa. 


The writer is deeply thankful to Oliver H. Bown, Ph.D., assistant director of the 
University of Texas Testing and Guidance Bureau, whose warmth, perceptiveness, 
imagination and honesty have stimulated insight. The writer feels indebted to the 
clients he has had the good fortune to work with and to the staff members with 
whom he was associated at the University of Texas Testing and Guidance Bureau. 
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which conceives of the human nervous system as active and not 
passive—as a nervous system which has the freedom to choose 
one behavior rather than another. Within such a theory is a place 
for “choices” without awareness. The McCleary-Lazarus® experi- 
ment demonstrated the potency of “unconscious” choice. When 
the personality is conceived of as a responsible, choice-making 
unity, the following generalizations may be made: 

Human beings strive to preserve themselves. Out of this striv- 
ing for self-preservation, and accompanying it, is the striving 
to be, to create, to grow, to be worth while. Countering these 
strivings are forces of destruction, decay, and decomposition. 
This combination of forces that build up and tear down is char- 
acteristic of all biological steady-states. The more clearly a person 
sees these realities of his existence, the “bigger” he is, and the 
more completely he will interact with life. If he “cannot” face 
certain of these realities—out of frustration or for other reasons 
—he thereby limits the “bigness” of his self. This condition can 
be called mental illness. Human existence then, can be conceived 
of as a continuously changing equilibrium, composed of positive 
forces of being and negative forces of not being. There are phe- 
nomena which threaten to destroy the equilibrium. When the phe- 
nomena are realities which a person “cannot” face, a variety of 
behavior which may be called out is anxiety. Although poignantly 
uncomfortable, anxiety serves, not only as the sometimes thought- 
of warning signal that something is wrong, but also as a way of 
preventing the threatening experience from changing the self. To 
the person who “cannot” face a particular reality, the integration 
of this experience into his equilibrium means destruction of his 
equilibrium rather than a reorganization of it. 

The mentally ill person, ingenious and capable of complex adap- 
tations, attempts to “kill two birds with one stone.” His symptom- 
atology amounts to security operations, which are used, both to 
reduce the need for the painful anxiety, and to preserve the self 
by distorting experiences. These various security operations or 
defense systems obscure an understanding of the person’s need 
for anxiety. The need for anxiety continues to exist when all 
pleasanter symptoms or security operations crumble or are given 
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up. The functional significance of anxiety is dramatically revealed 
when one observes masochistic behavior. Masochistic people seem 
to hold on to their anxiety as if suffering were cherished. 

Uncomfortable though it is, the anxiety prevents the “have to 
be denied” experience from changing the self; and, for some 
reason, masochistic people use suffering as their primary security 
operation. In some way, anxiety, in and of itself, acts to prevent 
new learning and hence preserves the self, a self which remains 
omnipotent. The writer’ has described a speculative physiological 
hypothesis to account for this relationship. Tolman* has discussed 
the possibility that anxiety acts to narrow the individual’s “cog- 
nitive map,” and experimental data have indicated that anxiety 
retards learning® and increases rigidity in problem solving.*°” 
Sullivan **?-*° wrote, “not only does the self become the custodian 
of awareness, but when anything spectacular happens that is not 
welcome to the self dynamism, anxiety appears, almost as if 
anxiety finally became the instrument by which the self main- 
tained its isolation within the personality.” It is unfortunate that 
Sullivan did not expound upon this crucial insight.. 

If anxiety functions to prevent learning, it seems necessary to 
differentiate anxiety and fear. Both anxiety and fear may arise 
when destruction of the self is threatened. Anxiety is used to deny 
the existence of reality, and, hence, it “protects” the self. Fear 
does not deny the existence of the reality but leads to the modi- 
fication of the self, and/or behavior. At present, one can only 
speculate about the relationship between anxiety and fear. Most 
theorists see anxiety as the original emotion, largely because the 
infant’s nervous system is so immature that it cannot clearly dif- 
ferentiate objects; and such differentiation is a prerequisite— 
according to most conceptions—for experiencing fear. One might 
look upon anxiety as a form of primitive behavior which may be 
used by the most mature adult to narrow his perceptual field and 
thereby limit his potentiality for cognitive reorganization. There 
is no phenomenal “object” of the anxiety, because the anxiety 
serves its purpose of preventing the “object” from having a posi- 
tion in the person’s world. A fairly common therapeutic experi- 
ence might add to this distinction between anxiety and fear. 


Some patients come into therapy with a vague, diffuse anxiety, 
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which apparently has no specific cause. During the course of 
therapy, the patient discovers that he fears certain phenomena 
—or “objects.” When the patient can begin to accept his fears, 
his need for the anxiety is removed; and he now fears but is not 
anxious. This therapeutic movement is clearly distinguished from 
symptomatic phobic formations which are sometimes more in- 
capacitating than the anxiety, and never really eliminate it be- 
cause the need to deny experience still exists. The acceptance 
of fear in the successful therapeutic cases cited gives a person 
a feeling of new freedom and a wider range of behavior. 

A brief statement of a patient who had been in psychotherapy 
for several years might help describe the function of anxiety. 

“One of the most important experiences in my therapy was 
the realization that my anxiety meant something to me, that I 
was responsible for it, that I in a very real sense controlled it. 
It isn’t that I can turn it on and off like hot and cold running 
water, but I began to appreciate how sometimes I needed anxiety. 
It took me quite a while to realize this, but when I did I felt that 
I had reached a very deep part of me. Gradually, I began to see 
that when I was not wrapped up with anxiety I had many diff- 
erent kinds of thoughts, feelings, and opportunities. At first these 
feelings and thoughts were overpowering, but as time went on 
they began to feel part of the way I am. Sometimes when I’m not 
anxious in a situation where I used to be, I feel an arrogant 
superiority in me. 

“At first this was hard to take. These feelings of cold contempt 
are in me. I can’t deny it. I not only discovered feelings and 
thoughts; but I could see things in other people, like what they 
were really saying and what they were really doing. I was pre- 
viously not aware of these things. It isn’t that I demand of my- 
self that I not be anxious, like I sometimes condemn things in 
myself; but it’s almost like I just don’t look for anxiety, but let 
whatever there is be. I kind of relax. Sometimes I just find bore- 
dom and energy that I didn’t know I had. 

“Sometimes of course I feel bottled up and I don’t know any- 
thing but anxiety. At these times I can only feel humility. It was 
kind of hard to live with all of these thoughts and feelings and 
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awarenesses of other people, like I couldn’t handle them all, or 
carry through the plans they helped me lay down; but my realiza- 
tion that I am more alive today than I ever was before helps 
me to keep my eyes open.” 

These descriptions and generalizations may seem metaphorical 
and unscientific, and perhaps a more systematic statement of the 
function of anxiety may be achieved in the context of a com- 
munication model. The function of anxiety may be described as 
follows: The human system, steering through the environment, 
receives information, internal (sensations and feelings resulting 
from various needs and patterns of stimuli, memories, and ide- 
ation), external (perceptions and cognitions of various other per- 
sons’ behaviors, data resulting from the person’s performance 
in relation to problem situations, social roles, group standards, 
social structures, mores, ethos, and other cultural matters), and 
feedback. 


All of these continuous streams of information are in communi- 
cation with each other and are integrated into a total organized 
system. Within this system is a central, subsystem, the self- 
system, which is the figure of the entire organization. The steer- 
ing is a function of the entire system of integrated items of in- 
formation, and because there are always new pieces of informa- 
tion the course is continuously, although perhaps imperceptibly, 
altered. If the integration of the system depends upon the dis- 
tortion or denial of the reality of its informations, the organiza- 
tion is rigid to the extent of the distortion or denial. The dis- 
tortions or denials are necessary because certain realities would 
not have a functional relationship in the total organized system 
and would necessitate a total reorganization. The more rigid 
the system the less able will it be to tolerate change in the self- 
system and tolerate alteration of the course being steered. The 
person can “choose” to use anxiety as a force to mask the intoler- 
able information phenomenally. In this way, the person main- 
tains his self-system, and steers a correspondingly narrow but 
“safe” course. 


This conception of anxiety is testable, and it is hoped that a 
design will soon be created to test the hypothesis that some people 
“choose” to be anxious in order to deny experiences that “have 
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to be denied.” Experiences which the perceiver considers alien to 
the self-system that he seeks to maintain must be denied or dis- 
torted. 


Mental Hygiene Clinic 
Veterans Administration Hospital 
Wilmington 6, Del. 
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CHANGING THE CONCEPT OF A PHYSICALLY INADEQUATE SELF 
THROUGH GROUP WORK IN A PHYSICAL EDUCATION SETTING* 
BY RICHARD D. TRENT, Ed.D. AND WALLACE NOTTAGE, M.S8.W. 


When a boy has a concept of a physically inadequate self, this 
is usually communicated to other boys by his behavior: non-par- 
ticipation in physical activities; reluctance to assert himself in 
stress situations which might lead to fighting; an exaggerated 
preference for sedentary activities; and so on. 

Such boys often create special problems for the training school; 
they very often become the object of sexual aggression, and their 
adult supervisors must devote much time to their protection. How- 
ever, boys with concepts of physical inadequacy often resort to 
overcompensatory behavior such as incessant demands for at- 
tention, ingratiating acts, disruptive and noisy behavior, and over- 
emphasis on the importance of physical prowess. Many of these 
boys, to gain acceptance, may become involved in transgressions 
against authority, in order to win status with their peer group: 
They can fight adult authority, instead of other boys, without fear 
of physical retaliation. The usual training school program, geared 
to the skill level of the average youngster, cannot meet the needs 
of these boys. 

The main purpose of the endeavor reported here was to find 
the extent to which such boys could be helped to gain improved 
concepts of themselves (as physically adequate persons) through 
participation in a specially-guided activity program. 


GoaLs 
The specific goals of this program were: (1.) to help boys de- 
velop more positive self-attitudes through an increased acceptance 
of their own physical bodies; (2.) to give boys experience in how 
to develop and use their physical capacities in guided social inter- 
action; and (3.) to help boys gain more self-confidence and self- 
assurance in areas requiring a sense of physical competence. 


THe Boys SELECTED 
A list was made of 31 boys whose concepts of physical inade- 
quacy were preventing their adjustment to the regular program 
at the New York State Training School for Boys, Warwick, N.Y. 


*From the New York State Training School for Boys, Warwick, N.Y. 
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Boys’ names were suggested by cottage parents and teachers, 
who were later interviewed individually by the writers. As a 
result of these interviews with referring staff members and ad- 
ministrators concerned, and as a result of having the list checked 
independently by the general physician and the psychiatrist, 15 
boys were obtained who appeared to meet the following criteria: 


(1.) an extremely poor attitude toward one’s physical self, and 
(2.) social inadequacy stemming from a depreciating concept of 
the physical self. 

Case histories showed that the type of behavior noted at the 
training school had been characteristic of these boys before their 
commitments. For many, as with Arthur, a feeling of physical 
inadequacy was just one way of expressing a sense of general 
worthlessness. The case history for Arthur, a tall, girlish, Negro 
boy of 15 years, showed the following descriptive data: 

He relates on a submissive level. His demeanor is that of a passive, 
anxious and weak youngster. In the community and school, he was ex- 
ploited by his peers. He therefore gravitated toward street groups for 
his protection and emotional satisfaction. Arthur emerges as a suggest- 
ible, anxious, poorly integrated boy. He craves affection and attention... 
He needs to develop some inner resources and feelings of self-achievement. 

The fear of physical assault was expressed by many of the 
group chosen. Kenneth, for example, repeatedly asked for 
guarantees that he would not be beaten by more aggressive boys. 
Kenneth was a well-built 14-year-old, with a full potential for self- 
protection; but he lacked confidence. 

Most of the selected boys had extremely weak ego structures, 
and all had concepts of physically inadequate selves. They differed 
greatly, however, in their training school behavior. At one extreme 
were those individuals who showed marked degrees of withdrawal 
and apathy in their relationships with the staff and other boys. 
At the other extreme, were individuals who were acutely hyper- 
active, provocative, and demanding of attention. 

These youngsters were perceived by others as weak, fearful, in- 
adequate boys. That they represented a difficult problem for adult 
supervisors in the training school was obvious from the case 
record and adjustment reports. Generally, they were rated as 
poorly-adjusted by cottage parents, boys’ supervisors, teachers 
and other training school staff members. 
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RATIONALE 
An activity program was formulated, the rationale of which 
may be gathered from the following summary: 
Activities were chosen in which the boys could gain some degree 
of success without being compared unfavorably with other, more 
aggressive boys. 


2. There was an attempt to help the boy use himself, rather 
than others, as his criterion of success. A boy was placed in com- 
petition only with his own previous attainments. 


3. The writers tried to provide the type of adult leadership 
which may be characterized as warm, patient, supportive and 
sympathetic. 


4, There was an effort to develop group values which would 
increase cohesiveness, friendly co-operativeness and spirited par- 
ticipation without regard to an individual’s level of skill. 


5. The writers tried to employ a variety of individual and 
group techniques, including demonstration, encouragement and 
praise. The use of a particular technique was based upon knowl- 
edge of the boy, his motivation, what his needs were felt to be, 
his efforts toward self-improvement, and the relationship between 
the writers and the boy. 

6. The attempt was made to place major emphasis upon de- 
veloping healthy boy-with-boy and boy-with-adult interpersonal 
relationships. 

Tue Activity Program 


The activity program began during the second week of January 
1955 and ended in June 1955. The group met each Monday evening 
between 5:45 and 8:15. During the winter, meetings were confined 
to the gymnasium, but in the late spring meetings at the cinder 
track, the outside vertical and horizontal bars and the softball 
field were added. The program consisted of both individual and 
group activities. While some of the boys were having individual 
sessions, the rest participated in group activities. 

Indwidual Activities. The individual activities included body- 
building and discussion. The body-building program consisted of 
a wide variety of activities, including barbell prones, curls, 
military press, rowing motions, full-squats, toe-raises, sit-ups 
(inclined board), chinning, push-ups and dead lifts. Boys began 
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at whatever level they could in each activity and progressed at 
their own pace to levels demanding more physical strength and 
skill. Whenever possible, boys helped other boys in performing. 
Throughout, the adults were responsive to the boys’ suggestions 
about different exercises and activities. 

During the body-building program, individual boys would in- 
itiate discussion with the adult leaders on the roles of heredity 
and environment, bone structure, previous physical experiences, 
general health problems and the like. They expressed many super- 
stitions and fallacies about physical development during ado- 
lescence. Some boys called on rather naive notions to defend their 
inadequacies and “differentness.” The adults made a deliberate 
effort to help dispel these confusions and to help the boys under- 
stand adolescent development and its associated changes. 

Group Actwities. The group activities included general calis- 
thenics, discussion, and competitive games. The aim of general 
calisthenics was to improve the boys’ general conditioning and 
physical co-ordination. Calisthenics were employed, however, in a 
more leisurely fashion than body-building. Specific exercises used 
during general calisthenics included ‘the burpee, the eight-count- 
push-up, the bodytwister, the high-jump, the bend-and-reach, the 
squat-thrust, the rowing exercise, the stationary-run, the trunk- 
twister, bottoms-up, and the turn-and-bounce. 

After the initiation of physical exercise, a boy could choose 
general calisthenics or intense body-building work. With each of 
these activities, he could select, with the guidance of an adult, 
the exercises he wanted to practice. After about three months of 
such guided build-up, the boys began to ask for competitive group 
activities. At this point, tag-wrestling, basketball, track, and 
the rudiments of boxing were introduced. Boys who wanted to 
join in competitive activities were carefully matched. Much care 
was given to the selection of activities which could be used suc- 
cessfully by boys who had little experience, skill or confidence in 
themselves. As self-confidence and experience increased, the boys 
participated more and more in competitive games. Informal in- 
dividual and group discussions continued throughout all sessions. 

The initial meeting with the group was devoted primarily to 
individual and group discussions. The major topic was the pro- 
gram, its content, its purpose and how boys could use it for self- 
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improvement. The basic purpose of this initial session was to 
establish the beginning of relationships between adults and boys, 
and between boys and boys, and to interest boys in participating 
in the program. 

Much emphasis was placed upon the first session with the group, 
because it was realized that the boys were heterogeneous in age, 
Size, experience, height, and so on, and that, because of these 
divergences, some might not want to share a single group. For 
example, boys represented in the group included those from the 
youngest, smallest and most immature on the grounds to older, 
more sophisticated, larger youths. A few of the larger boys in- 
dicated that they would not work with younger and smaller boys 
whom they considered babies. The smaller boys, in turn, expressed 
resentment because the older, larger boys were included in the 
program, because of fears that they would dominate it. In this 
session, as in all sessions, adults and boys sat on the floor, relaxed, 
and discussed issues and questions informally. 


Evaluation MetHops 
Two evaluation methods were used: (1.) group. interviews; 
(2.) statements by training school staff members about progress 
in the regular program. These comments were obtained both from 
the boys’ case records and from inquiries of cottage parents. 


RESULTS 


The program appeared to have two major strengths. In the 
first place, most boys developed more positive attitudes toward 
their physical selves and improved their relations with peers, 
both in and outside the group. A cottage couple reported on 
three boys in July 1955: 

The program had a positive effect on these three boys. Whereas be- 
fore they lacked confidence in their ability to compete with the others, 
both emotionally and physically, they began to swing over to more 
active parts in cottage sports—began body-punching, putting on the 
gloves with other boys, standing up more readily for their rights, show- 
ing a willingness to defend themselves. It was excellent. 

Both cottage parents and teacher wrote “testimonials” on the 
benefits derived by William from the activity program: 
TacHER: When he first came to me, William was very submissive both 
to me and to the boys in my group. ... He is now trying to develop 
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enough aggressive behavior for self-defense and to show to the boys his 
refusal to be intimidated so easily. 

Corrace Fatuer: William gets along well with boys. At first he was 
weak. In the program, Mr. Nottage and Dr. Trent have done him good. 

According to his cottage mother, Pete was extremely weak 
and easily intimidated but now “he has become a bit more aggres- 
sive and confident.” She also noted increased participation and 
aggression in cottage athletics on the part of two other group 
boys, Tom and Tony. 


According to his cottage parents, Tom E. had been “a quiet, 
conforming, and somewhat withdrawn boy who never participated 
in cottage sports. Tom E. would always sit on the bank by him- 
self and watch other boys play sports. . . . Since joining the 
activity group, he’s more aggressive in a social manner and will 
participate more in sports.” 

Walter became the captain of the baseball team in his cottage 
for the season of 1955, while John became the regular pitcher and 
co-captain of his cottage softball team. 

The second major strength of the activity program was that 
the boys seemed very much interested in developing their physical 
prowess in a protected and guided situation. Tape recordings 
of evaluation sessions toward the end of July showed generally 
positive feelings for the activity program experience. These 
sessions were broken into small groups of boys so as to stimulate 
full participation. 

Group I 

TRENT: Let’s talk about the physical training program. All of you 
guys spent time and have experience there. Now from your point of 
view—suppose we want to do something like this again next fall—now, 
what suggestions would you want to make on improving it? In other 
words, how can we make it better than what it was last time? 

Prete: Have it more often, at least two times a week. 

Larry: Sure, ‘cause then you get more out of it. I mean you get some- 
thing out of it more—get more feeling from it if you had it more often. 

Tom E.: Maybe have it Mondays and Fridays. 

Larry: If you had about 14 guys, one night you could take them to 
the weight room and on the other night, the other things like playing 
ball. I think there should be a place in the program for the things the 
guys want to do most. 
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Trent: You shake your head, how do you feel about it, Pete? 

Pere: I feel like—I like the program because I like to play basketball, 
pick up weights and run around the track. 

TRENT: But you think we should have met more often? 

Mouskoriz: Yes. 

Tom A.: I would like it twice a week. . . 

TRENT: Why have it twice a week? 

Avery: Because you have more time to build up your muscles. 

Larry: I built up my chest so now I don’t have a lot of meat around 
it. Now it’s muscle. [Shows his chest; group laughs.] I got my chest now, 
boy. My chest stands out now. I lose some fat. 

Tom E.: I gained weight. I weigh 140 pounds now. 

Trent: You weigh 140 now? 

Vic: I gained weight too. When we started I weighed 94, now I weigh 
105. 

Pete: I weighed 127, now I weigh 122, but I ain’t so fat. 

Larry: I liked all the track work we did. When you stay down at the 
cottage, you ain’t got much to do, but when you can work on the track 
or on the bars, you can build up yourself. 

TRENT: Good! By the way: How many of you guys practised exercises 
in your cottage? ‘ 

Tom E.: I practised breathing like Mr. Nottage showed us. [Breathes.] 
Where you go like that. [Breathes again.] 

Trent: One more thing I’d like to ask you fellows. Last time we had 
weight-lifting and general calisthenics, out of these exercises we had, 
which were the exercises that you guys liked best? Which ones weren’t 
too important? 

Tom E.: Keep weight-lifting. [Boys agree.] 

Pere: Keep running around the track. 

Larry: I don’t think you should throw out nothing. Some of us needed 
all of the stuff. 

Vic: Yeah, I liked the basketball and baseball. 

Tom: The baseball you can have. We have enough baseball. 

Trent: You feel we have plenty of baseball? 

Tom: Yeah. 

Tom E.: I think you could have got a heavy bag so we could throw 
it around—a medicine-bag. [Boys agree.] 

Tony: And a punching-bag too. I like that punching bag. Also volley- 
ball would be good. 

Tom: Volleyball is for faggots. 

Tony: It can build you up. It’s very nice that they let you and Mr. 
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Nottage come here; that you could give the boys more recreation. We 
like to have more recreation. We want you to know this. 

Larry: I think that Monday nights were good because Dr. Trent and 
Mr. Nottage helps the boys out and takes an interest in the boys and 
tries to help us. 

Despite the careful selection and screening of boys, a few did 
not change to the satisfaction of their cottage parents; for ex- 
ample, his cottage father reported that Vic is “still too wild,” 
while Carl’s cottage father reported “no change.” Within the 
activity group situation, however, there was considerable improve- 
ment in both boys. In any event, the lack of discernible improve- 
ment may have been due more to errors of selection than to short- 
comings of the group activity program. 


IMPLICATION FOR THE TRAINING SCHOOL 


On the basis of this experience, the writers feel that there are 
several important implications for the training school as a whole. 
Most important are: 

1. Flexibility in Programming. This experience suggests that 
programming must include flexibility, variety and full use of 
existing facilities. If possible, boys should have some opportunity 
to select from various activities. 

2. Programs Geared to Help Specific Types of Boys. Programs 
should be geared for such special types of boys as those described 
in this inquiry. Programs involving games and other group ac- 
tivities now appear to tend to exclude boys who find it difficult 
to compete with those who have more skill, competitive spirit, 
assertiveness, and ability to use their physical selves positively. 

3. An Imaginatwe Evening Cottage Program. As some of the 
boys themselves suggested during the group interviews, there is 
a need for the sort of imaginative evening cottage program which 
would effectively meet the needs of many boys who lack the con- 
fidence, ability and assertiveness to participate in the prescribed 
and competitively-geared program now in existence. 

4. A Program to Meet Special Needs. Most important, the 
writers feel that this program demonstrated the critical impor- 
tance of supplementing present institutional services with other 
experiences for boys designed to meet such crucial needs as those 
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for “belongingness,” affection, attention and experiencing success. 
To this end, the writers feel the training school should consider 
the problems of the many boys with special needs such as those 
described here. In program planning, the training school needs 
to employ all of the staff skills and all of the available physical 
facilities so as to meet the needs of all boys more effectively. 


Hospital Hato Tejas 
Box 127, Bayamén 
Puerto Rico 
and 
New York State Training School for Boys 
Warwick, N. Y. 











A PSYCHOTIC EPISODE PRECIPITATED BY GROUP THERAPY 
BY LOUIS LUNSKY, M.D. 


All magic from my path if I could spurn it, 
All incantations—one for all unlearn it, 
To face you, nature, as one man of men, 
It would be worth it to be human then. 
—Goethe 
Group therapy is a multidimensional technique of treating men- 
tal disorders. The group provides the screen for re-enactment of 
parental and sibling patterns with their intense affective tones. 
The members of the group make selective identifications which 
fuse with their infantile imagos, resulting in neurotic defensive 
operations. Scrutinized by the group for both content and process, 
is the affect engendered by these operations. The anxiety result- 
ing from group interaction utilizes regressive patterns; and, if 
the affect is experienced as engulfing panic, a transient psychotic 
state may ensue with attempts at rescue operations by catatonic 
rigidity, or attempts at problem-solving by paranoid configura- 
tions.’ In the magical adaptation of the psychotic process, a mo- 
saic is revealed with delicate lattice work which is terrifying in 
appearance but which serves to keep out the darkness of panic. 


An interesting example of this psychotic process occurred in 
a group which consisted of eight members, four of whom attended 
both individual and group sessions, all diagnosed as psychoneu- 
rotic. Harry, a 38-year-old Negro with a severe character disorder, 
experienced an acute psychotic episode during one group meeting. 
The group had been meeting weekly for five months when one 
of the members, Charles, a 23-year-old white college student who 
was in treatment for overt homosexual activities, did not appear 
for three meetings. The members of the group speculated as to 
why he had not come, as he had attended the previous meetings 
regularly. The therapist told the group that Charles had died as 
a result of an intractable gastric hemorrhage. The members re- 
acted with sympathy and portrayed Charles as a likeable, sym- 
pathetic, understanding student. In contrast, he can be more aptly 
described as a withdrawn, immature, cold, rejecting and confused 
adult. 
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Suddenly Harry started to sob and cry out that he was fearful 
that he was going to be “swallowed up by the room.” He de- 
scribed graphically the fear of being overwhelmed and devoured 
by the “prevailing darkness.” His verbal productions centered 
around the fear of impending disaster, and, in view of the pos- 
sibility of suicide, he was hospitalized. 

The question arises as to the type of personality structure and 
development which would lead to this psychotic defense. Harry 
is an obsequious, retiring person who feels overburdened with 
responsibility. His mother died when he was an infant, and he 
was cared for by his father until he was seven. During this period 
his father disappeared periodically for weeks at a time, and Harry 
had to depend on the neighbors for care, He feared being alone 
and helpless and at times was terrified by feelings of panic. 

The father was killed in an auto accident when Harry was 13. 
The boy reacted to this with a feeling of apathy, a defense which 
is repeated whenever he is aware of his hostile impulses. He began 
working in a foundry and remained there until he was called into 
the armed services. After about a year, he was discharged be- 
cause of “fainting spells.” 

He married during service and describes his marriage of 14 
years as a good one until four years before the group therapy 
treatment, when his wife became pregnant for the fourth time. 
With each pregnancy, his anxiety had increased, reviving memo- 
ries and feelings of helplessness. He found it impossible to express 
any anger to his wife, as she would threaten to leave him, a threat 
which devastated him. 

Following along the theme of his fear of being helpless and 
overwhelmed, he has a repetitive nightmare in which he “re-lives” 
an incident in service “of being lost in the desert for three days 
while his friends with him died of exposure and thirst.” 

In 1949 he lost his position as a coil maker because of head- 
aches, and he had to receive county aid. At this time a new symp- 
tom appeared—that of blacking out. He was hospitalized on two 
occasions but no organic pathology was found, He was told that 
he handled his anxiety by this somatic reaction. This was the im- 
petus for his seeking psychotherapy. 
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CHARLES, THE CaTALYsT IN Harry’s ILLNESS 


There is similarity in the backgrounds of Harry and of Charles, 
the dead patient. Both had marked deprivations as children. 
Charles’ father died when the boy was two. Charles was placed 
in an orphanage where he remained until he was 14, when he 
went to live with his mother. She was very rejecting, would be- 
come upset over any demand from him, and finally placed him in 
a private school. The feeling of “aloneness” frightened him 
greatly. At this time, he developed stuttering whenever he ex- 
perienced anxiety—to the point of incoherence at times. 

Charles enlisted in the service and functioned as an orderly. 
In the service, he had numerous homosexual affairs, each an at- 
tempt to establish object relationships, but in each case the 
episode ended in failure because of his insatiable need to possess 
the other person. The end of each affair was, thus, a revival of 
his being abandoned by a parent or parental surrogate. 


Discussion: Woy Harry Became PsycuHortic 


An individual attempts to handle intolerable affects and fan- 
tasies primarily by repression. When this defense is no longer 
effective, other defensive operations are called forth: reaction 
formation, idealization, regression, denial, isolation, “undoing,” 
introjection, projection and apathy. At times the only defensive 
constellation which will permit mastery of panic is the primitive 
archaic pattern—psychosis. 

In Harry’s case, Charles’ death revived feelings of engulfing 
hate which occasionally showed up toward the therapist but which 
were originally directed toward Harry’s father. This affect, which 
had been handled in the past by apathy, or by a somatic defense 
such as blacking out, did not result in ameliorating his intense 
guilt, which was projected outward and experienced as a fear 
of being devoured by his environment. Being devoured is both 
a wish for and a fear of self-destruction. 

These fears are indicative of early archaic activities when the 
mouth was the most important means of social contact. Fairbairn’ 
describes a phase called “mouth ego,” in which the mouth is the 
chief organ of desire and activity, the chief channel of love and 
hate, and the first means of intimate contact. The earliest inti- 
mate relationship is the suckling situation. This situation never 
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really occurred in Harry’s fantasy life; historically, the surro- 
gate figures were “empty breasts.” 

According to Fairbairn, “When the child is empty, he is and 
presumably feels empty and when he is fed to satisfaction, he 
is and presumably feels full. On the other hand, his mother’s 
breast and presumably from the child’s view his mother himself, 
is normally full before and empty after suckling. In circumstances 
of deprivation, emptiness comes to assume special significance, 
for the child feels empty himself, but he interprets the situation 
in the sense that he has emptied his mother. The anxiety which 
he experiences over emptying the breast gives rise to anxiety 
over destroying his libidinal object and the fact that his mother 
customarily leaves him after suckling must have the effect of 
contributing to this impression.” 


Harry, who has a severe character disorder, thus attempted 
to cope with early archaic material by regressive operations which 
culminated in a transient psychotic episode. The realization of his 
aggressive impulses behind the facade of helplessness evoked a 
series of symbolic maneuvers in which his punitive superego could 
be placated and appeased. 


SUMMARY 


The group situation provided the screen upon which Harry at- 
tempted to project and resolve his aggressive impulses toward 
rejecting parental figures of the past. He was not able to experi- 
ence this affective tone during the hours of individual therapy, 
since aggression toward the therapist equalled aggression toward 
the father, a forbidding concept to his super-ego. In group ther- 
apy instead he experienced this affective reaction toward a cas- 
trated, effeminate, stuttering figure. The realization of this fan- 
tasy resulted in a defense which clinically is described as a tran- 
sient psychotic episode. 


3741 Stocker Street 
Los Angeles 8, California. 
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PERIPHERAL VARIABLES OF GROUP PSYCHOTHERAPY TECHNIQUES 
AS MILIEU THERAPY IN MENTAL HOSPITALS* 


BY J. W. KLAPMAN, M.D. 


One evidence of the great versatility of group psychotherapy 
is that in its peripheral forms it lends itself so readily to practice 
by trained workers of the ancillary personnel. In some ways this 
very fact is productive of some embarrassment, for it seems to 
demand a clear and unequivocal definition of the theory and 
practice of group psychotherapy, and the creation of definite 
lines of demarcation. Utilitarian and professional needs may 
demand such cleavages even if they are only artifacts, but nature 
knows no such artificial separations and displays only a continuum 
of techniques and practices. This is not altogether unfortunate 
for the patient. For the student, it does pose the realization that 
although the peripheral variables may seem greatly attenuated 
forms of therapy, they, nevertheless, do embody some of the 
essentials of, and actually are, forms of group psychotherapy. 

They have so much in common with more intensive group psy- 
chotherapy proper that one of their practical functions can be 
that, very inconspicuously, they can introduce the patient to, 
and motivate him for, more intensive forms of this treatment, 
where originally some or much resistance to psychotherapy has 
been expressed, or is in evidence. The use of some of these periph- 
eral forms might seem indirection, but it is therapy in that 
motivation is generated for the patient by recasting his scale 
of values for him and highlighting the essentials. 

In considering psychotherapy in a mental hospital it must not 
be lost sight of that such an institution of any size constitutes 
a miniature society, and that some of the frictions which occur in 
society at large are also duplicated on a miniature scale in the 
hospital. Specifically, what may be remarkable here is the speed 
with which defenses and misconceptions are generated and prop- 
agated, even against that “psycho stuff” and “psycho classes.” 
Some of the peripheral psychotherapeutic activities will be con- 
sidered here. 


*From Chicago State Hospital, Chicago, Ill. 
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Institutional Journalism 


Even noticeably and. markedly regressed schizophrenics may 
display an unwonted and most surprising energy in interviewing 
employees and patients for material for publication. This may 
be their particular residual bent; it may bring out into the open 
their residual social interest. For these patients, institutional 
journalism can be an entering wedge for psychotherapy. 

The writer has for some time fostered a press association in 
Chicago (Ill.) State Hospital. Members have cards which certify 
them as accredited members of the association. The principal 
function of the cards is to permit access to any ward or office 
to get news. One association member is the manager of the circu- 
lation department, whose principal function is to see that all 
wards and offices are supplied with copies of the institutional 
publication. Another member is an associate editor, and so on. 

The press association meets once a week for an hour to an 
hour and a half. The discussion centers around the content of 
future issues of the hospital magazine. Assignments are made, 
such as to interview certain patients or employees. For example, 
when three attendants recently received awards for distinguished 
service, association members were assigned to get biographical 
sketches for publication. The weekly discussions generally bring 
up many subjects to be dealt with, and feature articles are fre- 
quently suggested in this way. 

In this group, two or three members already want a journalism 
class with a teacher, and some of the academic trimmings. It is 
at least theoretically tenable that this activity tends to irradiate 
into other spheres, to activate other, related interests. 

As may be expected, the press or journalistic conference does 
not always adhere strictly to the order of business. Digressions 
will frequently occur in which a member of the group will embark 
on decidedly more personal matters. Here, the editor or therapist 
can, in effect, actually carry out group therapy. Several patients, 
originally rather hostile to the idea of group therapy have in 
this way become acquainted with the general regimen and have 
entered therapy groups. The discretion of the leader. of the press 
conference must guide him in deciding when a patient is ready 
for referral to a group therapy group, and when he has become 
sufficiently tolerant of the very.term, “psychotherapy.” For, it 
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may be noticed that institutional “scuttlebut” has already suc- 
ceeded in investing group psychotherapy and “psycho” with the 
odium that adheres to brow-beating—or to anything disagreeable. 

Of course the leader of the press conference should, if at all 
possible, have been a member himself of a therapy group and 
have training in the ancillary arts. 


It may be pertinent, too, to mention that in creating a thera- 
peutic community a house organ is an instrument par excellence. 
One cannot help but assume that the content of such a journal 
is of some importance. Continued thought and genuine investment 
of energy and ingenuity in the content of such a periodical will 
contribute greatly therapeutically. For, it is an error to attempt 
to limit the intellectual level of such an organ to what one sup- 
poses is the patients’ intellectual ceiling. More care and attention 
to patients’ mental pabulum will speed the emergence of a thera- 
peutic atmosphere. 


TV Therapy—Ward Interaction 

The transitional stage in intramural psychiatry leaves institu- 
tions still tradition-bound concerning the capacities and preroga- 
tives of their inmates. The possibilities inherent in simple, family- 
like, democratic procedures may hold the key to ward therapies. 
Technological developments have not only brought about the pos- 
sibility of lessening group distance, but have also supplied a 
natural pivot for group interaction. This is true of television, 
which at the least, can be used as an instrument for ward inter- 
action. 


Even television activity has to be initiated by a trained worker 
and persisted in by him for a long time. On wards where patients’ 
spontaneity cannot be sufficiently mobilized, a trained worker 
may have to continue in a supervisory capacity. At the beginning 
of the week, with the entire TV program in hand, elections are 
held and each number is voted upon. For any given time interval, 
the program receiving the most votes is shown. When the whole 
program has been voted on, a chart is made up, posted besides 
the television set, and followed for the entire week. 

This whole activity can be facilitated by the appointment of a 
ward committee of about five patients, whose function it is to 
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prepare for the voting sessions, to get patients together for the 
elections and, otherwise to keep up discussion to sustain interest. 

But going through a week’s TV presentations and voting on 
them can be a tedious and monotonous affair. It may be necessary 
to take two or three sessions to do it. Moreover, it may be pos- 
sible to enliven the voting with comments by patients or workers 
with anecdotes about. actors or plays to be shown. It is possible 
in this way to make assignments for patients to report on during 
the elections or caucuses. Here are excellent opportunities for the 
services of volunteer workers. 

Much the same idea can be applied as an over-all program for 
the entire institution. This, however, presupposes a much greater 
degree of freedom for patients than currently obtains in mental 
hospitals. In chatting with one patient from an open ward, it 
was found that he did not listen to or view TV. The reason was 
that some of the “old timers” monopolized the set and showed 
only the programs that they themselves preferred. When one 
thinks in terms of the milieu and of patient interaction, it is pos- 
sible to conceive of a remedy for that condition. If all the charts 
of choices from each ward are collated and organized, it is pos- 
sible to make up a master chart showing where any given number 
is scheduled, and any individual with a particular preference can 
visit the ward where his program is being shown. Two or three 
sets in the institution can be left “optional.” Organizing, collating 
and publishing the master charts can be made a patient project, 
providing positions of honor and status for patients. 

The appointment of TV ward committees and the instrumenta- 
tion of over-all TV programing leads logically into an aspect of 
hospital treatment and management which is incorporated in the 
idea of a patient government or “PG.” 


Patients’ Government 


If maximum therapy rather than maximum security is to be 
the guideline of hospitalization, giving greater freedom to patients 
will be an inescapable consequence. The attempt to combine the 
two goals leads only to a confused ideology and methodology, not 
only in the minds of the personnel, but in the minds of the 
patients, with a consequent failure of confidence in the intent of 
the hospital. Another inescapable corollary of the concept of the 
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therapeutic community is that, to some greater or lesser degree, 
the patients, themselves, constitute minor therapists. Essentially, 
this is demonstrated and implemented by a functioning patients’ 
government. The hospital itself is the model of a municipality and 
very naturally lends itself to a patients’ city government. A 
patient-government need not be entirely make-believe, because it 
can be invested with some real powers which would in nowise be 
a threat to the authority of the institution head. 

No such innovation as those discussed will be found easy to 
install in an institution, which having existed for many decades, 
has developed a mass of hoary traditions the way a ship gathers 
up barnacles. But if they are persisted in with imagination and 
spontaneity they must eventually become established forms. 

Elections for officials of the government, it will be found, must 
be held with several alternates or deputies chosen for each office, 
because the successful candidates will usually be well enough 
integrated to make their discharges likely, and, therefore, alter- 
nates will be a necessity. Elections ean be made gala occasions, 
with plenty of scope for personal interaction, such as speeches, 
torchlight parades and all the trappings of regular elections. 
An election affords an opportunity for spontaneous and meaning- 
ful interaction, which no amount of strictly supervised and care- 
fully pre-planned activity by personnel can equal. 

The same method can be applied to ward elections, when two 
councilmen and a number of alternates can be chosen. Council 
meetings, bi-weekly or oftener, are again means to enliven the 
entire hospital scene. Actually, there is an area of institutional 
supervision with which the patients’ government and council can 
safely be entrusted, such as some matters of deportment and 
conduct on the wards and on the grounds. There are positions 
and offices in the institution over which the council could have 
jurisdiction. For example, at scme hospitals, visitors may find 
it difficult to find given wards or buildings. The council could 
have authority to appoint patient-guides and assistant constables, 
offices which may even be dignified with special badges and uni- 
forms. The idea of the therapeutic community can be further 
carried out by the council in appointing patients to read to bed- 
ridden patients, or to perform other little offices for them. 
Evenings are often a problem to patients. The passive enter- 
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tainments of radio, television, movies and dances do not entirely 
answer their needs. Many of the activities discussed here, if con- 
ducted in the evenings, would fulfill a measure of the around-the- 
clock therapy which may be seen as a function of hospitalization. 


Educational Therapy 


In the system of milieu measures, it will be found that no 
activity is entirely discrete, but some reciprocal—and mutually 
stimulating and energizing—effect will be noted. It may be found 
that some interdependence will link the systems together. As has 
been stated,* “the institution itself in its various activities, con- 
stitutes a fairly distinct miniature society. It contains enough of 
the elements of social problems to supply the material for a whole 
curriculum of studies. We might call it a kind of indigenous educa- 
tion which, sufficiently digested and absorbed, is a prototype and 
paradigm of the functional education sometimes sought after by 
educators. The teaching of Latin, Greek, and other subjects of 
a cultural trend of the past undoubtedly has its value, but cannot 
be brought into functional relationship with the problems of every- 
day living. The kind of education which may prove-effective will 
arise from the needs of the situation. It is possible that, as a 
result of the institution of patients’ courts and patient-govern- 
ment, which has been done by the Boston Psychopathic Hospital, 
a desire might arise to get better acquainted with jurisprudence 
and legal practices. This might require some study of legal and 
parliamentary principles. If the courts likewise adjudicate dis- 
putes in hours and wages, this might require study of labor-man- 
agement relations, and that may be the basis of another course 
of study. Whenever interest is developed on the part of a sufficient 
number of patients, which gives rise to a desire for a systematic 
study of the subject, a class can be formed, and as far as possible 
integrated with the activity that gave rise to the demand. 

“But there is a great need for teaching the three R’s. A con- 
siderable number of individuals are prevented from achieving 
advancement in their jobs on the outside by the lack of a high 
school or grammar school diploma, or because of sheer illiteracy. 
Attaining a high school education makes. such’ a person better 


*Klapman, J. W.: Educational therapy for mental hospitals. Ill. Med. J., 109:80-84, 
1956. 
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equipped for advancement as a result of his hospitalization. The 
educational program may provide regular accredited curricula 
for those who have not completed primary or secondary schools. 
In a few institutions this is actually being done; Marcy State 
Hospital in New York is an example. Certainly, it would appear 
that there is no good reason to allow the patients’ minds to lie 
fallow the entire duration of the hospital stay.” 

This also indicates a degree of interdependence and dovetailing 
of most such milieu measures. 


The Loud Speaker System 


Twentieth-century technology, which has been accused by some 
of being the béte noir that has done so much to disrupt the former 
intimacy of relationships existing in the small community and 
in the family, has also done something to atone for its misde- 
meanors. It has afforded an opportunity for more or less personal 
communication among large masses of people. A case in point 
is the hospital public address system. Many mental hospitals are 
thus equipped. Marsh used one at Worcester (Mass.) State Hospi- 
tal with considerable satisfaction. Schmidofer* used one to broad- 
cast his “recorded recitations.” Otherwise, to the best of this 
writer’s knowledge, they are used mainly to page personnel. At 
least in the spirit of adventure and research, an attempt could 
be made to use them therapeutically. To begin with, patients 
like to feel they are in some contact and communion with the 
“little father,” the hospital head. A weekly broadcast on the loud 
speaker system by the head cannot hurt general morale through- 
out the institution. At the present writing the author can see no 
counterindication to this. He is actually broadcasting 15-minute 
talks on mental hygiene over a closed-circuit hospital radio at 
present. The venture, now some six months old, is showing cumu- 
lative effects, as witness the patients who come to the radio studio 
to receive copies of mimeographed material alluded to in the 
broadcasts. 

Broadcasting through the institution enables a patient to sample 
the therapeutic material without committing himself to anything. 
The substance of the broadcasts acts on him, as it were, askance 
and indirectly. It may also, to some extent, become a subject of 
*“Schmidehofer, E.; Mechanical group therapy. Science, 114:120-123, 1952. 
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discussion between patients, tending to displace ward “scuttlebutt.” 
In supplying data of a more objectively-established character, 
broadcasting furnishes definite guide-lines and standards of evalu- 
ation, even concerning the intent of the hospital toward each 
patient. It thus becomes a pervasive influence which tends to 
create a more general therapeutic atmosphere. Out of the atmos- 
phere thus created, it may be hoped, many patients will be brought 
into a greater degree of rapport with the hospital and person- 
nel, which will tend to more amenability to, and acceptance of, 
psychotherapy—from which, it may also be hoped, a greater 
number of improvements and recoveries will eventually follow. 


Contests and Prizes 


Considerable interest can be roused among patients by prize 
contests. A recent popularity contest in a mental institution 
brought forth several thousand votes. Prizes for the best poetry, 
fiction and essays lend themselves easily to the intra-institutional 
journalism. Their value lies not alone in the winning of prizes 
by patients, but also in the therapeutic effect of patient inter- 
action inherent in the enterprise—in which patients manage the 
contest with the help of liaison personnel. 


Recently, in managing a bean-guessing contest where the aim 
was the closest guess to the number of beans contained in a glass 
gallon jar, a committee of patients took the bean jar to all the 
wards, went through them, talking to the patients, soliciting their 
best guesses, and noting the guesses with names and ward resi- 
dence in a book. One chronic, withdrawn schizophrenic could not 
be induced to make a guess. Very patiently, the committee ex- 
plained the meaning and reasons for the enterprise, but no answer 
could be elicited and the group went on to interest other patients. 
A little later the withdrawn patient encountered the committee, 
and said, “Thank you for talking to me.” Probably for days and 
weeks that patient had been herded to and from meals, occupa- 
tion and recreation, but no one had really spoken to her. It re- 
minds the writer of an observation made a number of times in 
going through wards of very regressed patients. Not rarely a 
silent, dilapidated, patient would reach out a hand and touch him 
with a finger. This appears to be something like an effort to re- 
assure one’s self that he is still of the living. 
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Such observations are not purposeless comments; they serve 
to show how therapeutic more or less guided patient interaction 
may be, and contests and prizes may be used in that service. 
Many other novel measures can be devised. 


Discussion 


How much actual psychotherapy proper, group and individual, 
may be carried on in most mental hospitals may be a moot 
question. But even where a goodly amount of individual psycho- 
therapy is afforded to each patient, as in the case of a nationally- 
famous private institution, as reported by Caudill, Redlich et al.,* 
where interaction processes between patients were not taken into 
account, difficulties of communication resulted; and total therapy 
was impeded. Here the totality of the hospital scene figured mini- 
mally in the treatment of patients. One knows now, however, at 
least from the work of Maxwell Jones** that the hospital qua 
hospital has a great deal to contribute, whether patients receive 
specific therapy and psychotherapy or not. For, as Rees. and 
Glattt say “Furthermore individual therapy as well as other 
specific therapies can only occupy a relatively short segment of 
the patient’s time in a hospital. It is of utmost importance that 
his whole day should be well planned and occupied usefully. In 
the groups the patient has the opportunity, perhaps for the first 
time in his life, of gaining a feeling of belonging, of security, 
of confidence, and an increase in self-esteem and happiness. 
Living, working, enjoying life, discussing problems side by side 
with others who have more or less similar difficulties, gradually 
lead to a lessening of feelings of isolation and-loneliness, increase 
interest and participation and alter attitudes from egocentricity 
to greater community mindedness.” 

This statement was made by the authors in relation to group 
psychotherapy proper, but is equally true of its peripheral vari- 
ants. However, it may be questioned whether in an institution 
where opportunities for group as well as individual psychotherapy 
are afforded, the therapies proper will continue to “only occupy 

*Caudill, W.; Redlich, F. C.; Gilmore, H. R., and Brody, E. B.: Social structure 
and interaction processes on a psychiatric word. Am. J. Orthopsychiat., 22:314-334, 1952. 

**Jones, M.: The Therapeutic Community. Basic Books. New York. 1955. 


tRees, T. P., and Glatt, M. M.: Mental hospitals. In: The Fields of Group Pay- 
chotherapy. P. 20. 8. R. Slavson, editor. International Universities Press. 1956. 
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a relatively short segment of the patient’s time in a hospital.” 
The hospital becomes more of a therapeutic agent when it is more 
completely a therapeutic community, to a large extent implemented 
through the more peripheral variables of group psychotherapy. 

Thus, even without the availability of psychotherapy, such ac- 
tivities, reported by liaison personnel, would give the doctor in 
charge a profile of each patient which would describe him fairly 
well, emotionally and intellectually. With such a range of activities 
before the ward doctor, he could actually make out a prescription 
for the patient’s hospitalization. 

Frequently, when such measures are proposed, the objection 
will be that first one must educate the personnel, for without them 
such programs cannot succeed. It may be submitted that the per- 
ipheral group therapy activities are a means of educating per- 
sonnel. These variables will generally display the patient in a 
new light, and reveal to the employee patient-capacities and affects 
that he never dreamed patients possessed. This effect has been 
commented upon by several group therapists. Employees who 
are included as observers in group therapy sessions are stimu- 
lated to take a new interest in the scene of their labors. Thus 
one sees a great deal of interdependence in all activities affect- 
ing the therapeutic milieu in a hospital. 


SumMarRy AND CONCLUSIONS 


The contribution of the hospital is not merely to furnish equip- 
ment and means for administering specific therapy. Treatment, 
and important treatment, is afforded in making the hospital scene 
a therapeutic community, and this requires a transition from a 
custodial regimen to one of greater patient autonomy. An ounce 
of spontaneous patient-initiated and patient-maintained activity 
is worth a pound of a passive, personnel-regulated regimen. 
Patient interaction is an important desideratum in the hospital’s 
milieu therapy. Such considerations are importantly implemented 
through the peripheral variables of group psychotherapy tech- 
niques. 


8 E. Walton Street 
Chicago 11, Ill. 














THE QUESTION OF FAMILY HOMEOSTASIS* 
BY DON D. JACKSON, MD. 


A growing tendency is evident in psychiatry to regard the emo- 
tionally ill individual as only an instance in a field of force that 
extends from intrapsychic processes to the broadest aspect of 
the culture in which he lives. There are those who would see man 
as a collection of unique individuals strictly limited by their 
biological propensities; such individuals scorn the “culturists,” 
whose prestige, nevertheless, continues to rise. The contributions 
of Horney, Sullivan, Fromm and others in the psychiatric field 
as well as many contributors from psychology, sociology and 
anthropology require no adumbration. 

More recently, Johnson and Szurek, and others have rendered 
an impressive service by demonstrating, by collaborative therapy, 
specific instances in which unconscious wishes of the parent in- 
fluence the behavior of the child. The importance of interaction 
with others in determining behavioral patterns has resulted in 
technical changes in therapeutic method. Thus, one hears of child 
clinics that insist on seeing the mother and father, and of group 
therapy for the mothers of schizophrenics or the wives of alco- 
holies. 

The purpose of this presentation is not to restate the already 
stated, but to consider certain technical and theoretical aspects 
of family interactional patterns: (1) the importance of changes 
in other family members as the result of change in the patient 
during psychiatric treatment; and (2) the relation of family in- 
teractional patterns (especially parental interaction) to psychiat- 
rie nosological categories. 

The term family homeostasis is chosen from the concepts of 
Claude Bernard and Cannon because it implies the relative con- 
stancy of the internal environment, a constancy, however, which is 
maintained by a continuous interplay of dynamic forces. Another 
way of considering the topic of “family homeostasis” would be 
in terms of communication theory: that is, depicting family inter- 
action as a closed information system in which variations in 
output or behavior are fed back-in order to correct the system’s 


“From the Palo Alto Medical Clinic, Palo Alto, Calif. Presented at the American 
Psychiatric Association meeting at St. Louis, Missouri, May 7, 1954. 
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response. For example, a boy won a popularity contest in his 
grammar school, and, in riding home with his mother afterward, 
was able to tell that she was not entirely pleased by his success. 
This was one event that helped set into motion various adaptive 
responses, including his not being so popular henceforth. One 
aspect of his reaction was his father’s indifference toward his 
mother and the tacit bargain that the child was to supply her 
needs. It was apparent to the psychiatrist that an integral part 
of this boy’s treatment would be making provisions for an upset 
in the mother. 


The topic of family homeostasis in no way concerns itself with 
a sociological approach to the American family, but rather is 
aimed at a very practical problem nearly every psychiatrist must 
encounter: What effect will the appearance of a patient in his 
office have upon the patient’s family? In particular, if long- 
term psychotherapy or psychoanalysis is undertaken, the psy- 
chiatrist must take into account the effect a change in the patient’s 
interpersonal dealings will have on the most contiguous members 
of his family. It is true, that in most cases this problem 
can be dismissed quickly because there will be a fortunate out- 
come for both the patient and his family. In a minority of situa- 
tions, however, adequate psychiatric planning will require an 
understanding of the total family situation. The term “family,” 
as used in this paper, refers to the “significant others” in the 
patient’s life, whether mother, father, sister, brother, wife or 
others. In addition, “family” refers to the group with which the 
psychiatrist becomes acquainted through his distillation and trans- 
lation of the patient’s recollections. The individuals include real 
people of today, the members of the family of the patient’s child- 
hood (who are similar to, but not necessarily identical with, those 
of the present-day family) and the family members who are dis- 
tortions created out of the special biological conditions of child- 
hood. Thus, to view the patient’s family, the psychiatrist must 
have a four-dimensional concept, with time serving as the fourth 
dimension. The view of “how it must have been” is obscured by 
the fog of family fictions—the family, as members tell themselves 
they were, usually contrasts with how they actually were. The 
family first presented by the patient is usually the version offered 
for public consumption; and, only after several interviews does 
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the real family emerge for the psychiatrist’s scrutiny. If the ther- 
apist refuses to bother with understanding complicated family 
interrelations, with knowing who meant what to whom, he will 
be apt to see the patient in terms of extremes. The patient will 
be conceptualized either as a hostile individual busily throwing 
out projections like radar signals, or as a violet dying on the 
desert of other people’s unfriendliness. 

In our attempts to understand our patients we deal with matters 
as yet little understood, such as “psychic energy” and “instinctual 
forces.” The fact is sometimes overlooked that one reason why 
many of us continue to manifest our neurotic woes is that we 
manage to find people with whom to mtegrate on a neurotic 
level. The tendency to live the present in terms of the past 
is as constant, consistent and impressive in the human as the 
heartbeat. With increasing awareness of interpersonal relations, 
it appears that the particular dramatis personae with whom each 
of us plays out his life are as rarely chosen by accident as the cast 
of a Broadway production. The lonely psychiatrist, working with 
one individual, may tend to see him as a bundle of intrapersonal 
forces much as the company commander’s interest is centered 
about the disposition of forces within his particular sector. If 
one overworks the concept of projection, the significant others 
in the patient’s life can so easily be seen as constructs of his 
mental machinations that they never achieve real form and sub- 
stance within the therapist’s office. 

It is usual that the psychiatrist treating adults attempts to 
alter symptoms in his patient and thus is not apt to think of 
the family as a homeostatic unit. Child psychiatrists have, with 
few exceptions, come to treat the child and the “significant others” 
in so-called collaborative therapy. Even in child clinies, the 
tendency is to concentrate on the mother and not on the family 
as a whole—thereby excluding potentially important people 
such as the father, grandmother and others. Some authorities 
have called attention to the potential fallacy in this practice. It 
may be that failure to take a total approach toward the family 
group creates certain obscurities in our understanding, for ex- 
ample, why severe maternal rejection seems to produce schizo- 
phrenia in certain cases and not in others. Before we rush in 
with the ery of “constitution” or “heredity,” it should be impor- 
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tant to notice what effect rejection of the child by the mother 
has in the father, or whether there is a third person somewhere 
on the periphery who manifests occasional tenderness toward 
the child, thereby possibly saving him from the psychosis. 

It is a fairly recondite matter to attempt to place the patient 
in a setting and to imagine the interplay of emotional forces. 
Perhaps the greatest aid is our understanding of the phenomena 
of transference and countertransference, but even here we are 
dealing with limited concepts. For example, if the therapist feels 
the patient is in a “father transference,” he may tend to think 
in terms of the patient’s father alone, rather than to think “father 
as a Gestalt” composed of father as a different person under 
different conditions; or rather than to think of the parental inter- 
action, the mother’s relationship to the patient, the mother’s, 
and other individuals’ attitudes toward the father and so on. Is 
it possible that a child who notices a striking difference between 
father-in-the-home and father-at-his-club perceives this as father 
having hateful feelings toward mother—despite the even tem- 
perature of the home? The presence of relatives and others as 
continuing members of the household geometrically iticreases the 
possibility of the child’s picking up cues about who feels what 
toward whom. Thus, implications mother makes about other 
members of father’s family may be sensed by the child as mother’s 
rejection of certain aspects of father and of the child himself. If 
the despised relative is one from whom the child has also received 
tenderness, a very conflictual situation arises. Occasionally the 
covert aspects of such a situation are ineradicably etched into 
the child’s memory by such a relative moving out of the home, 
whereupon there ensue overt difficulties between father and mother 
and/or difficulties with that aspect of the child that the relative 
represented. 

The paternal uncle of a woman patient had lived with her parents 
until she was 10 when he married. Her mother’s hatred of him was par- 
tially overt; however, his presence seemed to deflect some of the mother’s 
hostility toward her husband away from the husband, and the brother gave 
moral support to the father. Following this uncle’s departure, four events 
occurred that seemed hardly coincidental: The parents began openly 
quarreling, the mother made a potentially serious suicide attempt, the 
father took a traveling job, and the patient quietly broke out in a ras 
of phobias. : 
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The incredibly complex picture one obtains in studying family 
interrelations may be compared to the mathematics of the motion 
of bodies in relation to one another—the simultaneous considera- 
tion of more than three such instances is, at present, an insuper- 
able task for the mind of man. Since man is the measure of all 
things, we accept our conceptual limitations and make the most 
of certain aids available. One of these aids is collaborative therapy, 
and it is a beautiful thing if done properly. The unfolding of the 
psychic drama as two or more therapists relate and correlate 
their findings embodies the dynamics of chess and the topological 
fascination of a jig saw puzzle. Unfortunately, collaborative psy- 
chotherapy is difficult because the therapists must deal with each 
other in addition to their patients. 

Another aid to conceptualizing is the adding of a temporal con- 
cept to our more or less spatial image of the family. Such a tem- 
poral concept may be achieved by constructing a picture of the 
probable family interaction at a period the patient is discussing, 
or at that period where such-and-such a symptom seems most 
likely to have been engendered. We can make use of our infor- 
mation about the patients’ sibilings, about the age of one or other 
of the parents when significant events occurred, about the differ- 
ential handling of the children by the parents, and so forth to 
help obtain the proper setting for understanding what might 
have been momentous to the patient at that period in his life. 

Considering the difficulties in forming a concept of the emo- 
tional interactions of a family group, the obvious rejoinder might 
be: “What is the value of such brain-wracking exercise on the 
part of the psychiatrist?” It is felt that two main benefits may 
ensue: facility in understanding the patient and in helping those 
who will undergo change as the result of the patient’s change; 
and theoretical and research implications brought to light by 
this kind of orientation. 

There are two rather well-known situations in which one auto- 
matically takes into account the “significant others” of the patient. 
The best-known instance is that already mentioned where the 
treatment of a child would be futile or even dangerous without 
mother and/or father consenting to therapy as well. Another 
more spectacular situation is that of folie 4 deux, or as Gralnick 
aptly labels it, “psychosis of association.” Actually, folie 4 deux 
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is merely a caricature of the underlying principals of any family 
interaction. Acquaintance with this fact may mean that a psychia- 
trist will not—in certain situations—undertake treatment of a 
patient, especially long term psychotherapy, unless the other 
significant family member, or members, enter treatment, or unless 
provision is made for therapy if the need in another family 
member becomes evident. Most of us are acquainted with situa- 
tions where one person has started treatment, and soon the entire 
family has been parcelled out among the cireumambient psy- 
chiatric brotherhood. Such on-the-spot instigation of treatment 
may work out well if money and psychiatric facilities are avail- 
able, but they are not always available; and in any event, it 
would seem helpful to have some data with which to predict 
the potential need of other family members for treatment. Fur- 
thermore, it seems likely that alert inquisitiveness into the entire 
family interrelationship will aid in understanding of the member 
who is in therapy. This applies as well to the family of the 
patient’s childhood, where it is not only a question of what mother 
was like or what father was like but how they related to each 
other and what their relationship meant to the patient. The 
meanings of the patient’s position in the family, of the patient’s 
sex and of other matters constitute subtle but important dynamic 
factors in shaping emotional patterns. It is possible that our 
present largely descriptive classification of mental disorders might 
be made more meaningful by understanding diagnosis phenome- 
nologically—in terms of parental interaction. For example, it may 
be possible to say that where there is a rejecting mother and a 
narcissistic father who can accept his daughter more fully than 
he can his wife, the daughter will tend to develop hysterical symp- 
toms which include expressions of sexual difficulties and over- 
evaluation of men, regardless of what other emotional difficulties 
she may manifest. 


There seem to be few tools at present to measure or even de- 
lineate such a factor as parental interaction and its effect in shap- 
ing the child’s emotional patterns. Epistemologically, we are not 
well acquainted with the variables here, and the quantitative 
aspects of these variables. The clinician has a ringside seat to 
study such forces, however, if he carefully notes changes in other 
family members as the patient in psychotherapy alters his re- 
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actions. The writer would like to give a few oversimplified ex- 
amples of how one may conceptualize diagnostic categories in 
terms of family interactional patterns. These are offered only 
to illustrate a way of thinking; there is a good deal of research 
to be done before such patterns could be considered in etiological 
terms, and in every instance the patterns are to be considered 
as differing only in degree. Thus the hysterical situation blends 
into the schizophrenic one, and in fact, might become the schizo- 
phrenic one if unusual life stresses should occur, such as the death 
of one of the parents or severe physical illness in the child. When 
“child” is used in these examples it refers to the child, who, for 
a variety of reasons such as ordinal position, sex, appearance 
and so on, is the most important child in the particular inter- 
action described. 

(1.) The development of hysterical symptoms is favored by a 
situation in which a daughter serves as the main repository for 
unacceptable sexual and aggressive wishes on the part of both 
parents, especially if certain other factors are also present. These 
are: (A) An ambivalent mother who lends herself to being split 
into “good” and “bad,” the splitting being further aided by the 
father’s attraction to his daughter and the mother’s tendency 
to push the girl in his direction. A third figure who serves as a 
“good” mother (such as a grandmother or older sibling) may 
minimize the tendency toward a psychotic situation but aid the 
development of the hysterical integration. (B) The mother must 
be able to manifest concern (especially in relation to illness) al- 
though she cannot manifest tenderness. 

(2.) In a family where the parents’ hostility toward each other 
is handled in part by covertly disagreeing over the child, but 
overtly appearing firm and united, special ways of integrating 
will be developed by the child. For example, if the mother is 
markedly fearful of any aggression, including her own; and the 
father, despite a stern front, allows her to exploit him with phobic 
symptoms (masking his hostility by assuming a protective role 
toward his wife and child), then the child caught in the middle 
of such a situation may manifest phobias, and particularly if a 
girl, may have a marked fear of “losing control”—a fear pertain- 
ing to sexual and aggressive expressions. 

(3.) If the mother is a cold individual who veils rejection 
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of the child by a martyr role and by maintaining that the father 
is “no good,” and if the father is dead, divorced or accepts a 
considerable maligning of himself there may be overwhelming 
pathogenic elements present for a boy. For example, if this boy 
is a marked disappointment because of his mother’s wish for a 
daughter, there exists a nidus for various degrees of homosexual 
difficulties, and if the mother is markedly helpless and has the 
need to deny her own feelings—especially through the mechanism 
of saying one thing and meaning another—then the possibility 
exists of producing a pre-schizophrenic personality in the son.* 
Certain psychosomatic disorders may occur in a somewhat similar 
situation, when, although the mother is strongly rejecting, the 
father is able to manifest spotty, but real tenderness: or these 
disorders may come at that point in intensive therapy when the 
therapist is invested with strong dependent and hostile feelings 
by the schizoid patient from the parental set-up just described. 

(4.) Some severely obsessional individuals may arise out of a 
less pathogenic but similar family constellation to that just de- 
seribed (paragraph 3), with the addition that hypocrisy, intel- 
lectualization and religiosity may be an important aspect of the 
parents’ techniques. 

(5.) Where the family situation is unstable, and the child very 
early in life is confronted with multiple, shifting, nonaccepting 
figures, he may develop a psychopathic integration. 

(6.) The manic-depressive integration may be associated with 
a somewhat special parental interaction in which the mother is 
an unhappy individual who emphasizes the child’s obligation to 
make up to her for what the father and others have denied her. 
She is ambitious for her child, yet his striving, ambition, and 
success are threatening to her and may be handled by disparage- 

*The present writer considers the designation ‘‘schizophrenogenic mother’’ a rather 
useless or possibly misleading one. He has never studied an instance of schizophrenic 
psychosis where the individual’s environment, in general, had not let him down. In 
addition to ‘‘acts of God,’’ physical illness, unusual stress and so on, an important 
aspect of the schizophrenic situation is the inability or unwillingness of other family 
members to rescue the child from the unbelievably sadomasochistic tie to the mother. 
The father may be an apparently successful and aggressive individual, though more 
often a weak and passive character, but in either case, he cannot or will not inter- 
vene to give the child the so-necessary ‘‘other one.’’ The child’s tie to the mother 


prevents further growth, in part because other experiences have a diluted meaning, 
in the sense that every problem is the original problem. 
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ment and pessimism. The father may be an apparently successful 
individual who also emphasizes his ambitions for his offspring 
but who is more aggressively and overtly threatened by his child 
than the mother is. Neither parent, however intelligent, is able 
to be of much aid in teaching the child about people. Somewhat 
in contrast to schizophrenogenic parents, these people stress per- 
formance and “appearances” in such a way that their superficial 
behavior may look like a relatively good adjustment. 

It is hoped that these hypotheses will be seen as only a possible 
way of thinking about psychiatric nosology. All are sketchily 
presented. As has been previously indicated, the development of 
psychiatric thinking along such interactional lines might help in 
discovering, for example, situations where serious consequences 
will occur in a parent or spouse because the parent or spouse 
has been “buying” mental health from the illness of the person 
who is in treatment. Such a situation occurred in the following 
case. 

A young male schizophrenic is brought to the psychiatrist’s office by 
his fiancée and his older brother. He has been more or less abducted by 
these two from his parents, who feel he is incurably ill, and wish to 
devote themselves to taking care of him. The psychiatrist judges that 
intense hostility between the fiancée and the brother is veiled by their 
mutual concern over the patient; and he guesses that the same situa- 
tion obtains between the parents of the patient. He advises intensive 
psychotherapy for the patient and recommends that the brother and 
fiancée do not rent a house and care for the patient as they had planned. 
He is especially interested in discouraging this arrangement, since he 
is puzzled about why the young woman should be so attached to this 
patient as to leave her home, her job, and friends in order to care for 
him, and as to why the brother has taken a leave of absence from an 
important position when he was away from home so much during the 
patient’s growing-up period that it was hard to account for his strong 
affection for the patient. 

Needless to say, the advice was disregarded by the two, and the psy- 
chiatrist felt forced to deal with the situation by strongly supporting 
the patient and bringing the conflict between the brother and the fiancée 
out into the open as soon as feasible. The young man made rapid progress 
in treatment; and a few months after its inception, the brother left in 
a rage, after a quarrel with the fiancée during which the patient sided 
with her. As an interesting aside, the brother did not return to his job, 
but became fanatically involved in psychi-religious matters that more 
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or less pointed out that psychotherapy was crude, old-fashioned, and 
perhaps crooked. The patient meanwhile continued to improve so much 
that he took a job. His dissatisfaction with his fiancée became more 
obvious; and following what was more or less a declaration of inde- 
pendence by him, she immediately responded with a psychotic episode. 
Parenthetically, she had been seen in a psychiatric interview initially 
—that is while the patient was still very psychotic—and had not been 
judged to be more than mildly neurotic by the examining psychiatrist. 

The emphasis on homeostatic mechanisms within the family 
group carries implications for therapy. It would be a boon to the 
practice of psychiatry if we could increase our ability to predict 
with reasonable probability what would be the outcome for patient 
and family if, say, a psychotic lives at home during his therapy 
—or if it could be predicted, if a woman is pregnant, whether 
childbirth could result in a postpartum psychosis, or in a schizo- 
phrenic episode in a husband. The following brief clinical ex- 
amples depict some situations involving homeostatic mechanisms: 


(1.) A young woman undergoing psychotherapy for recurrent depres- 
sions began to manifest increased self-assurance. Her husband, who 
initially was eager that she become less of a burden to him, called the 
psychiatrist rather frequently and generally alluded to her ‘‘worsening”’ 
condition. The therapist had not made an appraisal of the husband; and 
when the extent of the husband’s alarm became clear, he had become too 
antagonistic to enter therapy. He became more and more uneasy, finally 
calling the therapist one evening, fearful that his wife would commit 
suicide. The next morning he shot himself to death. 


(2.) A husband urged his wife into psychotherapy because of her 
frigidity. After several months of therapy she felt less sexually inhibited, 
whereupon the husband became impotent. 

(3.) A young woman with anorexia nervosa was persuaded to enter 
psychotherapy by her husband. Following a period of intense, rather 
dangerous, acting out, she began to relate more intimately to her husband. 
The husband’s initial pleasure at her response was marred by his develop- 
ing a duodenal ulcer. 

(4.) A: young woman requested psychotherapy for a variety of reasons, 
none of which included dissatisfaction with her marriage. Her mother 
had died when she was two years old, as had the mother of her husband. 
The couple married in their late teens and, after a stormy beginning, 
apparently had made a pleasant, if markedly symbiotic, adjustment. The 
wife was fearful of having a child, but both she and her husband wanted 
one, and hoped therapy would make it possible to have one. With a 
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good deal more information than there is time to present, the psychia- 
trist felt that therapy for her alone would endanger the marriage, and 
that if she became pregnant, the husband, unsupported, might become 
seriously disturbed. The husband agreed to start psychotherapy with 
another psychiatrist; and a somewhat stormy, but eventually fruitful, 
time was had by all. 

ConcLusIon 


The writer would like to suggest that emphasis on family in- 
teraction is but a logical development in the natural history of 
psychiatry. As the steps are logical from the single symptom to 
the patient’s character, from his instinctual forces to emphasis 
on his interpersonal dealings and environmental possibilities, so 
it is but a logical step from the savant isolated from the com- 
munity and scarcely seen abroad, to the role of “family” psy- 
chiatrist. In America, it has been the physician more than the 
family solicitor or the minister who has played the counseling 
role. This long tradition is undergoing change, as the family 
doctor dies out and the psychiatrist gains importance. 


But with the help of the sociologist, the social psychologist, 
and the anthropologist, psychiatrists are amassing a body of data 
on the family that has possibilities for use in devising therapeutic 
interventions. The importance of studying the complex interac- 
tions within a family group is stressed the more because of the 
value of data from such a study in treating patients psychothera- 
peutically, because of the possibility of being helpful to a family 
member other than the patient and of avoiding unpleasant counter- 
reactions in such other members, because of the possible economy 
and expeditiousness of collaborative therapy, and, finally, because 
of possible research implications for understanding psychiatric 
nosology genetically. It becomes a matter of some practical im- 
portance for the psychiatrist to employ every conceivable aid 
for predicting behavior. The postulated outcome of the patient’s 
responses to therapy, as well as the responses of those persons 
significantly interacting with the patient, become matters upon 
which the outcome of therapy may hinge. Aids to predicting be- 
havior are not a firm aspect of our psychodynamic formulations 
or teaching. 

A prediction that has been successful in the writer’s own ex- 
perience is one in regard to the mate of the overtly-dependent 
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person who enters psychotherapy. If therapy is at all successful, 
the patient will feel more competent and the mate will become 
more upset for several reasons: (A) He cannot disguise his own 
fear of dependency by his complaints about his spouse; (B) his 
spouse’s greater freedom and competency increase his own wish 
to be dependent; and (C) both of these circumstances weaken his 
“controls.” 

Psychiatrists should be increasingly able to predict such situa- 
tions before, for example, the husband develops an ulcer. The 
psychiatrist who is oriented to “this-patient-in-my-office” may, 
in some cases, be misapplying his ability. Unless one sees the 
patient as a dynamic social force interacting with other people, 
the finger of psychiatric knowledge may truly muddy the waters 
of inquiry. 

AvutTHorR’s Nore 


It is nearly four years since this paper was written. Although 
some of the ideas expressed here have been subsequently modi- 
fied, the author feels it important to publish the paper without 
changes, so that future modifications will be obvious. 


Palo Alto Medical Clinic 
300 Homer Ave. 
Palo Alto, Calif. 








THE GROUP PATIENT AS A THERAPIST* 
BY HUGH MULLAN, MD. 


INTRODUCTION 


The admission of more than two individuals into the traditional 
one-to-one relationship of psychotherapy and of psychoanalysis 
can only be countenanced if there is a certainty that something 
is gained psychotherapeutically. Before trying to determine what 
the possible gain may be, it is necessary to define psychotherapy. 
This was discussed in a previous article,’ in which it was pointed 
out that group psychotherapy allows for permanent personality 
change of an evolving and integrating nature, the change, there- 
fore, not, being so much in conscious content or will of the per- 
sonality but rather in its total structure and in its total function- 
ing. What this means, is that the therapeutic process, once under 
way, does not terminate during life, that individuals can grow 
indefinitely, both emotionally and in depth of awareness; and the 
continuous renunciation of immediate satisfactions, a condition 
of health, continues even though the formal therapy is ended. 

Psychotherapy and its proper practice may not be equated with 
the feelings of well-being expressed by the patient. The presence 
of anxiety, despair, and depression, necessary ingredients of the 
therapeutic relationship, are expected in the patient, and are 
noted and felt by the therapist but never directly assuaged or 
lessened by him. If these symptoms are directly assuaged, the 
therapist is in all probability maintaining himself as a transfer- 
ence figure for the patient, or is mistakenly role-playing, blinded 
by his own countertransference. 

Psychotherapy is somewhat similar to surgery in the aspect 
that patients are in discomfort and pain. The surgeon pays little 
heed to the moment-to-moment discomfort and pain. His result 
is only to be gauged by a better physical functioning in the future. 
And like the surgeon, the psychotherapist who is overconcerned 
with the immediate pain and discomfort of the patient may well 
invalidate his therapeutic effort and perhaps needlessly endanger 
the patient. 

*From the Vanderbilt Clinic, Presbyterian Hospital, New York. 


This paper was presented in part at the October 7, 1955 meeting of the Eastern 
Group Psychotheropy Association, in New York City. 
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In the group method of psychotherapy, one must not be mis- 
takenly lulled into a belief that we are “curing” by the feelings 
of well-being which many times emerge from the groups. Many 
of us doing group therapy are aware of our own anxieties and 
how they are lessened in having a “well-structured,” “well-operat- 
ing,” happy and “progressing” group. But this need not be thera- 
peutic and, the writer ventures to say, is not therapeutic in most 
instances. Much of the accurate and helpful criticism that the 
individual therapists level at the group therapist comes from the 
observation that inspirational good-will seems to emanate from 
the group. Their question is, “How can therapy occur in such a 
milieu?” And it is a good question for the group therapist to be 
confronted with. 

It seems to the writer, then, that as group therapists, we must 
answer not only the question that all therapists must ask them- 
selves, “How is therapy accomplished?” but a more involved 
question, “How does the inclusion of more than one patient in 
the traditional one-to-one therapeutic relationship enhance ther- 
apy?” If the group psychotherapists cannot answer this question 
affirmatively, it would appear to the writer that we would have to 
return to the practice of individual therapy. 

This question can be approached indirectly. What must occur 
within the individual, for therapeutic change to take place? Slay- 
son’ has often reiterated what is required: (1.) The establishment 
of transference relationships. (2.) Catharsis. (3.) Insight and/or 
ego strengthening. (4.) Reality testing. (5.) Sublimation. He 
points out that these developments must occur regardless of the 
kind of therapy practised. 

What must occur within the therapeutic relationship? Those 
of us who are psychoanalytically inclined will hold to certain 
requirements suggested by Freud. (1.) The activation and event- 
ual resolution of the transference. (2.) The observation and the 
continuing analysis of the resistance.’ (3.) The observation and 
the interpretation of detailed childhood happenings.** 

More recently, the writer has been attempting to describe the 


*The latent content of the group experience can actually be seen as a repetition 
of childhood relations with parents and siblings. And, therefore, actual verbal recall 
of this material seems to be less significant than in individual therapy. However, the 
utilization in group therapy of this material is just as important as in individual 
therapy. . 
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central dynamics of the therapeutic group from an anthropo- 
logieal-philosophical-psychological point of view. He does not dis- 
agree with other formulations, except that he takes issue with 
those who see the group process only in terms of individual psy- 
chotherapy (psychoanalysis). Thus far it seems to the writer 
that the following are conducive to the change in group members 
(and therapist): (1.) Status and role behavior must be shattered.° 
(2.) The unconscious of therapist and of patients alike must be 
exploited to the fullest. (3.) The therapist must relinquish all 
omnipotence and omniscience by a “directive” leadership into 
his own anxiety, despair and depression. 

In any case, it would seem that what is essential for psycho- 
therapy, regardless of how one might describe it, can occur in 
the group under certain conditions and that it can be supported, 
at least to a degree, by the group members. 


Patients as THERAPISTS—THROUGH DESIGN 


The therapist, by virtue of his psychodynamic knowledge and 
experience of himself and of others, has the principal therapeutic 
design within the group. He is the one who brings the group into 
being, conducts it, and finally terminates it. He both experiences 
and interprets in the group, as do the members.° 

The patients have, individually and to a lesser degree, the same 
intent as the therapist. This intent may be in the service of creat- 
ivity or neurosis. The patient’s design for therapy, however, is 
heavily laden with distorted conclusions from past happenings 
which at best were only partly experienced. He has little dynamic 
understanding or purpose, at least at first. His design is, there- 
fore, secondary. 

Another way of expressing this same idea is that the life ex- 
periences of the therapist are less distorted through residual 
transference phenomena, than the similar experiences of the 
patient are. This factor makes the patient’s therapeutic design 
secondary. If one looks at it this way, the value of the group 
member’s therapeutic effort increases with his length of stay in 
the group. This is, of course, what is actually found in most in- 
stances. Many times, the writer wishes that he had a particular 
patient in another group (other than the patient’s own) or even 
with the writer individually in work with another patient, to 
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clarify what is going on or to help break through an impasse. 
The adjunctive therapeutic value of patients usually increases 
with the duration of therapy. 

The interpretive effort on the part of the group members is 
helpful in three ways. 

First, members make accurate interpretations before the thera- 
pist does—therefore, seemingly untimely ones. However, these 
interpretations cause no harm, and many times are of benefit. 
An early interpretation by a patient readies the second patient 
for similar interpretations to be given in the future by the thera- 
pist. This is not unlike a gradual plan of desensitization, where 
a physician is loathe to give a full injection, all at once, because 
of untoward reaction and prefers, instead, to give small, grad- 
uated doses. 

We might ask ourselves why there is this difference in response, 
if the interpretation is accurate? This is a very important question 
and its full answer would cause too much digression. However, 
the writer has found that the kind of transference (primary— 
mother, father, significant adult; or secondary—sibling, etc.) and 
the intensity of this transference is the factor responsible for 
therapeutic progress.’ Usually, but not always, the therapist is 
a primary transference figure. The difference in responses to 
identical interpretations indicates that group therapy, along with 
all psychological therapies, depends upon the activation of dor- 
mant transferences and their reduction through continuing 
analysis. 

Second, group members many times give multiple identical 
interpretations of a member’s behavior, that is, his thinking, 
feeling and acting. This summative effect gives an authenticity 
to the interpretation which breaks through defenses. One suddenly 
finds that everyone sees him as he is, that it is useless to pretend 
any longer. The patient suddenly finds that the interpretation is 
so, or at least that it bears wondering about or looking into. 

Third, the group members most often give multiple different 
interpretations. This fact’ should be understood easily by us if 
we consider two things; first the paradoxical nature of the human 
being and especially of the disturbed person, and second, the 
multiple motivation of all human behavior. These different inter- 
pretations, far from distracting attention from the therapist’s 














HUGH MULLAN, M.D. 95 


design, fill it out and complete it. In no other situation does one 
see so clearly the adjunctive-therapist role of the patients. In this 
activity the residual neurosis, and in particular the blind spots 
of the countertransference of the therapist are corrected or neu- 
tralized. 

A woman patient wants desperately to move into my apart- 
ment house and simultaneously to cut down on her group and 
individual hours. One member states cynically that this would be 
ideal, but it would be better to move into my apartment and to 
marry me. Another points out that all that she would be doing 
is moving back into her father’s house for protection. Another 
states, “You want to come between your father and your mother 
as you did in the past.” Another indicates that it is her preference 
for the therapist over the group that forces her in this direction. 
Another mentions that she is blocking her own growth, that the 
problem that she must work through cannot be solved by acting 
this way upon it. I told her that if she moved into my apartment 
house, I would discontinue seeing her and that under no circum- 
stance would I see her outside of therapy. 


PatTiENTs As T'HERAPIST—THROUGH ACCIDENT 


Patients in group psychotherapy find themselves in a group 
not of their own choosing, and find that they are helping them- 
selves in ways which are accidental. It is as though, through 
chance, they have been brought together at the time of an emer- 
gency. The emergency is the result of the failure of our society, 
especially of parents and other significant adults, and the failure’ 
of our culture. F 

The group as a whole, or certain individuals, soon become 
“therapists” for the needy one, but, in supplying this help, they 
(group or individuals) are quite unaware and are quite without 
intent, The accidental help is never interpretive, never analytical, 
and it never occurs in a non-affective or detached state. Even 
though this accidental help is harder for the therapist to discern 
than the intentional, it is the kind of help which is more intrigu- 
ing. The validity of the group method rests upon this accidental 
help of patients and not upon their intentional help. For, after all, 
the fact that patients are therapists through design, the design 
being the professional therapist’s, could hardly be sufficient reason 
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for the formation of therapy groups. It could well be the reason, 
however, for having more than one therapist (trained, experi- 
enced) in a group. 

The psychiatrist is intrigued, too, because the essentials of 
psychotherapeutic change can be observed and studied in these 
transactions among members and therapist where the condition 
of activity (acting, feeling, thinking, dreaming, intuiting, fantasiz- 
ing) predominate over intellectuality (deliberate analytical think- 
ing and talking). 


Tse Inprvipvat as AccipenTAL THERAPIST 

Therapeutic change is promoted within the group because of 
the individual behavior of the “trail blazer.” The trail blazer is 
one who leads the way through difficult terrain, making it easier 
for those who follow. He constantly risks a little bit more than 
others; and, what is more important, he suggests to the others 
the possibility of different kinds of behavior. 

Different individuals are trail blazers at different times and in 
different areas of psychical and physical functioning. The theme 
of successive trail-blazer activity within the therapeutic group 
may be the analogue of free association in individual therapy. 
This becomes so, however, only when the manifest content of the 
group interaction is ignored and the latent is emphasized. 

The writer’s emphasis that the trail blazer is worth while in 
the therapeutic group is based upon what he observes to be central 
in therapeutic movement within the group: i.e., (1) the shatter- 
ing of status and role activity, (2) the full exploitation of the 
unconscious, and (3) the therapist’s directive leadership into his 
own despair, anxiety and depressed feelings. The trail blazer in 
many ways supports these happenings (dynamics). 

Characteristically, the trail blazer, who in many respects can 
be identified with the romanticist,* goes against convention and 
status quo. He ignores the present group situation in preference 


*George Santayana, in the Three Philosophical Poets (Doubleday and Anchor Books, 
New York. 1953), describes the activity which the writer feels is highly significant 
in the group. It is the activity of a Faust, and because of this is overdrawn for 
the writer’s purpose but is, nevertheless, very instructive and helpful. Also, to trail 
blaze seems an apt term, as it implies new territory, risk taking, etc. And also it 
may or may not be of value to the trail blazer but it makes it easier for those 
who follow. The writer has personally been very much influenced in his therapeutic 
technique by the trail blazer in the group. ; 
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for a new group situation. He values his immediate experience 
rather than the result of his experience, or that of others’ experi- 
ences. At the same time he is also dissatisfied with the present, 
unmindful of the moment, and he seeks newness. In this, he 
ignores all authority except his own. His movement in the group 
is indefinite, unfinished and without the limiting effect of concern 
about progress. However, the writer is reluctant to, and unable 
to, consider him only as one who acts out, or is a mere exhibitionist. 
His activity can be inward as well as outward, and can be matur- 
ing as well as immature. All of his actions in these respects can 
be of benefit to the group. And in addition he is the reactor in 
the group. 

For example, a trail blazer’s therapeutic import may clearly 
be seen in his willingness (and in perhaps his preference) to 
experience the happenings in the group in personal symbolic 
terms. In doing this, he repeatedly goes to the core of the situa- 
tion, confronting the group with the raw, latent meaning of the 
members’ behavior. A woman is having a sexual affair outside 
the group. The trail blazer becomes angry because he is being 
denied and because he is not being gratified by her. He states, 
“Mother always preferred father to me.” He is anxious because 
he feels impotent. “How can we give you anything if you are 
getting it elsewhere?” He is anxious too, at the therapist’s loss 
of omnipotence. “How can you do this to Hugh?” 

A prominent characteristic of many group patients is their re- 
jection of all unconscious activity. One is fortunate, then, if there 
is a group member who employs his unconscious to large measure 
(that is, does trail blazing in that direction). Such an individual 
constantly points out to the members their paradoxes, their inner 
conflicts; he lays bare their hidden purposes, inclinations, and 
drives. This is the reason why some group therapists advocate 
placing a schizophrenic person in the group. 

Another example of a trail blazer’s activity which is in evidence 
in the maturing individual, is his gradual renunciation of im- 
mediacy. He looks now before he leaps. But this is not in a 
controlled, self-inhibiting way. He is now aware of choices. His 
hesitation is tied up with an attempt to determine what is valu- 
able for himself. 

Thus a woman is openly attacked and outrageously accused 
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by another in the group. Heretofore, she would respond immedt- 
ately and in similar fashion. Now she hardly notices the attacker, 
continues to describe what she wants, and is, generally, not dis- 
tracted from her purpose. In this newer behavior, she is no longer 
operating in the restricted, distorted transference pattern, and 
thus her neurosis is lessening. This change in her has an effect 
on all of the others. 

The writer sees the trail blazer’s effectiveness in many direc- 
tions. (1.) In the expression of aggression and hostility toward 
the therapist and members. (2.) In the expression of love and 
hate. (3.) In the expression of sexual feelings. (4.) In the expres- 
sion of despair, depression, and anxiety. (5.) In the expression 
of irrationalities, dreams, fantasies, intuitions. (6.) And in the 
renunciation of immediacy (the immediacy of gratification). These 
expressions are given here at random and in outline, and deserve 
more study and description. There are other areas of importance 
too. 


Tue Group as AccipentaL “THERAPIST” 


The interaction in a therapy group is a living, intense, human 
experience in its own right, as well as a laboratory for the careful 
analysis of the total behavior of the members. The accidental 
help of the group comes from the immediate experience, and not 
from the analysis of behavior. 


Troubled individuals bring a myriad of problems into the group 
and relate to the members in ways peculiar to themselves. This 
inspires in the others the need to become therapists to alleviate 
the situation. Encouragement, counseling, reassurance and sug- 
gestion are forthcoming immediately. It is known that this is not 
therapeutic in most instances for the receiver. But what thera- 
pists have failed to note sufficiently is that the one who is induced 
to become the therapist is many times helped immeasurably. He, 
perhaps for the first time, feels useful, self-respectful, and signifi- 
cant. This is a major difference between individual and group 
work. For, in individual therapy, it is not until the termination, 
and many times not even then, that the patient realizes that he 
has helped his therapist. Without this realization, it is difficult 
for the writer to see how psychotherapy has been accomplished 
because the self (ego) has not been affected in a most critical 
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area. But here the group, through its needs, forces the individual 
to become a “therapist,” thus strengthening his ego. 

Other esteem-producing factors center around a steadiness of 
attendance of group members, their attention and interest. The 
fact that the group meets often, regularly and indefinitely, and 
that the group is attentive and interested, reverses to a degree 
the hectic unfortunate childhoods that most of the patients have 
experienced. It is true, of course, that they compete with each 
other for the therapist’s attention and love, but even in this 
activity they are attentive, interested and responding. 

The group’s attention and interest in the patient who is ex- 
pressing and exposing himself is only partly voyeuristic and 
only in the occasional member, is attention predominantly so. 
The group members become disturbed about the exposed one. 
They find at times that they cannot sleep because of his plight; 
that they dream and fantasize about him; and that occasionally 
they mistakenly imagine that they see him on the street, etc. In 
all of these instances and in many others, the group shows a deep 
concern for the troubled member. This interest, attentiveness and 
involvement with a member occurs not only when the group is 
sympathetic and loving but also when the group is unsympathetic, 
hostile and angry. Thus, in the therapy group, a bond develops 
between members which withstands certain affective disturbances. 

Another accidental therapeutic gain, and not one to be omitted, 
is achieved by the group for each member. It is the development 
of a feeling of belonging. As individuals expose themselves, simi- 
larities are noted and identifications are made. At first these 
similarities are rather superficial and tend to be laudatory and 
nonincriminating. This is also the usual happening in nonthera- 
peutic groups. However, as the facility for non-judgment increases, 
exposure. becomes more basic, and the feeling of belonging is 
enhanced. Thus, belongingness is gained through a common 
factor of history (infant, child, adolescent and adult); of culture 
(religion, education, custom, etc.) ; of social strata (friends, busi- 
ness colleagues, acquaintances); of problems (psychological and 
environmental) ; of symptoms; of behavior (thinking, feeling and 
acting); of reactivity; and of unconscious activity (dreaming, 
intuiting, fantasizing, etc.). As the patient’s therapeutic intent, 








100 THE GROUP PATIENT AS A THERAPIST 


iLe., experiencing, interpreting in a non-judgmental milieu, ap- 
proximates the therapist’s the feeling of belonging becomes de- 
pendent upon inner psychological phenomena and upon the trans- 
actional group happenings. Social and cultural similarities are 
then seen to be mere artefacts and true belongingness is achieved 
supraculturally in humanness, conflicts, joys and sorrows. The 
group becomes of singular import at this time and self-esteem 
increases with the degree of participation. 

Dovetailed with the necessity of belonging is the possibility of 
becoming different.’ It is not enough for the patient to feel that 
he belongs. He must also change, and change radically, and still 
feel that he belongs. Becoming different means a change in the 
patient’s concept (internalized) of mother and father (as well 
as of all transference figures), going against certain cultural 
requirements; and facing one’s despair, depression and anxiety. 
Within the group this kind of movement of a patient is accepted. 
But more than this, it is—many times in a continuous group of 
long standing—supported by members and fostered by the thera- 
pist. The “trail blazer” in this particular area plays a most im- 
portant role in leading the others into this new state—the state 
of becoming. Thus patients in the group are basically and deeply 
reassured through sameness. And, simultaneously, they are 
prompted to become different. This becoming different is only to 
be found in their own individuality and not through conformity. 


CoNncLUSION 


The efficacy of group psychotherapy rests upon patients being 
in part therapist. It has been found that patients help one another 
through a design which is similar to the therapist’s. In this, the 
patients are adjunct therapists, interpreting the behavior of them- 
selves and others. However, much more significantly, the group 
as a whole and the patients individually are therapists through 
accident, the accident of chance and immediate experience. This 
mutual accidental help justifies the group method of psycho- 
therapy and needs much more investigation. 


Timber Trails 
Sherman, Conn. 
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COUNSELING FOR PARENTS OF STUTTERING CHILDREN* 
BY MURRY A. SNYDER, PhD. 


INTRODUCTION 


In diseussing cases presented at staff conference meetings held 
at The National Hospital for Speech Disorders, New York City, 
such comments as the following have been made by therapists: 
“The child’s mother seems very disturbed,” or, “It would seem 
that the family should be referred to some agency for therapy or 
counseling,” or, “The therapist should have a talk with the parents 
and attempt to counsel them.” These remarks give evidence that 
the staff recognizes—as do others who believe that the human 
personality is most strongly influenced in the early years by other 
members of the person’s family—that for therapy to be more 
effective, a close contact must be established with the family, 
especially with the parents. 

Of what value is a therapeutic program that attempts to treat 
the anxieties and their accompanying symptoms that a patient 
possesses, if no effort is made to block the source that has been 
so instrumental in producing the condition? Treating a stuttering 
child and then sending him back to a milieu that is essentially 
the same as it was before the treatment would seem to make 
about as much sense as hospitalizing a person and, upon curing 
him, sending him home where other members of the family are 
sick with a contagious disease and have not been treated. 


Rewatep LITERATURE 


The literature during the last five years reveals a growing 
awareness that, if therapy with children is to be successful, work 
with parents is mandatory. Lebovici and his co-workers’ empha- 
size that parental attitudes are important as determinants of a 
child’s behavior. They stress the fact that, in many instances, a 
child’s functioning mirrors many of the unhealthful attitudes of 
his parents, and that his problems will only be solved when these 
attitudes are changed. Kanner,’ likewise, emphasizes the im- 
portance of parental attitudes. He recognizes that parents are 
sometimes confused, and that when guidance has helped restore 


*From the Clinical Services of The National Hospital for Speech Disorders, New 
York. N. Y. 
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their self-confidence and has given them direction in common, 
the child has a good chance for mental health. French’ records 
the case of a 14-year-old mentally retarded boy who showed 
marked improvement in behavior and adjustment after a year 
during which the mother had guidance and supportive therapy. 
Neubauer* and Rosenthal’ similarly support the contention that 
counseling the parents is an integral part of the child’s therapy. 

Where stuttering is concerned, many investigators believe that 
the causative emotional dynamics can best be gleaned by apprais- 
ing the parent-child relationship. They state emphatically that 
the child has, consciously or otherwise, absorbed certain parental 
attitudes that have caused the high level of anxiety exhibited in 
stuttering. Abbott® feels that the stutterer experiences a great 
deal of hostility which comes from the rejection he believes he 
senses in his parents’ feelings toward him. 

Wilson" gave a battery of personality tests to 30 stutterers, 
their parents, and 30 non-stuttering siblings, and came to the 
following conclusions: (1.) Stutterers showed very significant 
parallels with their mothers in personality structure. Both stut- 
terers and mothers registered extremely high in aggression and 
hostility responses, although the stutterers seemed to show an 
inverted type of hostility; that is, much of it would be directed 
at the self. (2.) The mothers and stutterers both showed a good 
deal of emotional immaturity. (3.) Finally, the stutterers did 
not identify well with their fathers; in fact, much sexual ambiv- 
alence was projected. It may be that this last finding is the most 
significant, since such a high percentage of stutterers are male; 
and it is generally recognized that good sexual identification 
with the parent of the same sex is essential for adequate emo- 
tional adjustment. 

Perhaps the most valid and detailed study done on the parents 
of stutterers was that by Moncur.’ In an effort to derive the true 
nature of the emotional environment in which the stuttering child 
was raised, he used an interview form of 330 items; also, he 
questioned the mothers of 48 stutterers and 48 non-stutterers. 
He had matched the two groups of children for sex, school place- 
ment, age and type of residential area. Moncur noted that the 
outstanding differences in the answers of the two mothers’ groups 
was in the degree and nature of domination that the mothers 








104 COUNSELING FOR PARENTS OF STUTTERING CHILDREN 


tended to exercise over the children. He concluded that the mothers 
of the stutterers were significantly more domineering in their re- 
lations with their children than were the mothers in the other 
group. More specifically, this tendency to dominate was indicated 
in the following ways: (1) domination as revealed by disciplinary 
action, (2) domination as revealed by holding the child to exces- 
sively high standards, (3) domination as revealed by oversuper- 
vision and overprotection, and (4) domination as revealed by 
undue parental criticism. 


THe NEED For CouNsELING PARENTS 

It can be recognized now that it is good therapeutic practice 
to treat the parents as well as the stuttering child. Because of 
the immaturity of the child and his, as yet, limited capacity in 
introspection and expression, it is virtually impossible for the 
therapist to work with him on any level other than an “acting 
out” one. As a result, the therapeutic relationship is generally 
one where the patient has much opportunity to release frustra- 
tion, hostility and other forms of inhibited emotionality; but it 
is a relationship in which very little can be done to give the 
young patient a greater awareness and better control of the ten- 
sions and environmental pressures that made for his damaging 
anxieties in the first place. It is felt that much is gained through 
counseling the parents. In this counseling, the therapist passes 
on to the parents what he has learned about the patient’s prob- 
lems and how they manifest themselves. With this additional 
insight, parents can aid greatly in reducing environmental stresses 
that are disturbing the patient. 

Meetings between parents and therapist are vital in another 
respect. Not only can the therapist help direct parents toward 
lightening pressures on children, but he can also gain from the 
parents a better understanding of matters that are bothering 
the parents. The therapist, in fact, is aided immeasurably, since 
he is in a better position to direct therapy. Generally speaking, 
while psychodiagnostic testing succeeds in getting at underlying 
currents of personality, it is not yet so accurate with children 
as might be desired. Moreover, even if more refined techniques 
are developed to examine children psychologically, there, still 
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will not be information on the specific nature of the day-to-day 
relationship between parents and children. 


Another reason why the therapist and the parents must estab- 
lish a relationship is that this is the only way that the therapist 
ean effectively work with the forces disturbing his patients. 
Through such contacts he can possibly succeed in changing some 
harmful attitudes. If he recognizes that more is needed than can 
be accomplished by. counseling the parents, he can recommend 
more intensive treatment. 


Purposes In CouNSELING PARENTS 

In the light of these reasons for considering a parent-therapist 
relationship to be essential, the specific purposes that parent- 
counseling at The National Hospital for Speech Disorders has 
been trying to accomplish are as follows: 

1. To bring the home and clinic closer together, so that what 
is being done with the children therapeutically will not only be 
known to the parents, but will be done at home as well, wherever 
feasible. In this manner, healthier parent-child relationships can 
be developed. 

2. To consider aspects of the problem of stuttering and how 
they affect the young patient. It is recognized that many parents 
are handicapped in their relationships with the stuttering child 
because of inadequate comprehension of the nature and etiology 
of stuttering. 

3. To develop healthier parental attitudes toward the patient. 
It is not uncommon to note that many parents feel very guilty 
about having a stuttering child. This guilt is often because they 
believe they have done a poor job as parents. Guilt is also ex- 
pressed in the feeling that they have brought into the world a 
child so constituted that he has not yet been able to acquire fluent 
speech. Such parental feelings are not infrequently aggravated 
when parents find it necessary to bring a child to an institution 
for treatment. Attending the parent-counseling meetings gives 
them a closer view of the problems their children experience as 
these problems are observed and handled by the therapist. This 
tends to ease anxieties which, if not treated, could continue to 
exacerbate the emotional status of the children. 

4, Fimally, to help parents gain a greater understanding of them- 
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selves and how they are influencing the lives of members of their 
families. Naturally, within the limited scope of parent-counsel- 
ing, as satisfactory a job of giving such insight as is often needed 
cannot be done. Nevertheless, it is believed that there is great 
value in giving an opportunity to parents to ventilate their prob- 
lems in an environment where they recognize that all present 
have at least something in common—in this instance, a stuttering 
child. Not only is airing of anxiety beneficial, but very often 
there is the acquisition of at least some insights which can help 
them in their personal living and, more specifically, in their role 
of parents. 


How Parent-CounsELING 1s ConDUCTED 


At The National Hospital, both parents of each patient are 
invited to attend parent-counseling sessions one evening a month, 
although attendance is optional. Meetings-are generally 90 minutes 
long. The parents of about half the children in treatment take 
advantage of this service, with more mothers than fathers attend- 
ing. The only criterion that has been considered in organizing 
the parent groups is that the persons who attend any one meeting 
be the parents of children who are in a single therapy group. 
Since the young patient comes to the hospital accompanied by a 
parent, most of the parents in a group already know each other 
because of contacts made while waiting for children who were 
receiving treatment. Thus, a certain degree of acquaintanceship 
and identification has preceded the counseling sessions. This 
makes a freer. exchange of ideas éasier. 

What happens in parent-counseling can best be seen by con- 
sidering a recent session. Since the meeting was the first one 
for the group, it was suggested that the members introduce them- 
selves to each other, perhaps by saying a few words about them- 
selves. The therapist then introduced the central question that 
was to be examined, saying in this case, “What are some of our 
basic attitudes toward our child?” The therapist’s remarks were 
brief, but explicit enough so that no doubt was left in the mind 
of anyone as to what was to be considered, and how the meeting 
was to be conducted. Parents were to volunteer their comments, 
with questions to be expected from other. parents and from the 
therapist. The meeting was concluded with a general analysis 
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by the therapist of the parents’ verbalizations. The following is 
a verbatim report of one section of the meeting: 

Mrs. V.: Jeff is an only child. He was born 13 years after we were 
married. I guess he was a little spoiled. He is disciplined at home—de- 
finitely disciplined. I do try to help him with his schoolwork, or I should 
say I did try. I don’t any more because I feel that there was a bit too 
much pressure put on the child, but there are certain things that I feel 
he should do, and he does resent sometimes. I will give you an example. 
He had to memorize certain lines for the Cub Scouts. He absolutely re- 
fused. I told him that he wouldn’t get his medal unless he did what he 
was supposed to. He said, ‘‘You will sign it anyway.’’ I said, ‘‘I won’t.’’ 
That started an argument. 

He is a very active boy, an extremely active boy, which I do not 
try to curb. That’s one thing I don’t. I do not let him abuse furniture, 
which maybe he does resent. I don’t allow him to jump on furniture 
or write on walls—never did. Maybe that isn’t right, but I don’t be- 
lieve that a child should be destructive in a home. As far as his relation- 
ship with his father, I think it’s been a wonderful relationship for the 
simple reason that they are both sports fans. They indulge in sports 
together. ... His father is not as strict with him as I am. His father 
leans this way while I lean that way. His father is too lenient with 
money with him, which I do not approve of. His father feels that he 
should have everything his heart desires, but I do not think it is right 
for the child. He should get—well, I shouldn’t say what is coming to 
him, but a child should have, but not too much. He shouldn’t be flaunted 
with money which his father does. If he asks for a nickel, his father 
will give him a quarter. If he asks for a quarter, his father will give 
him a dollar, which I don’t think is right. We do not diseuss all this 
in front of the child, but it is discussed when the child is not around. 
If Jeff comes home for lunch when his father is‘ around, he will say, 
‘‘Mommy, do you want to get me something from my bedroom?’’ When 
I walk out, he asks his father for money. He won’t ask in front of me 
because he knows that I won’t allow it. I don’t know if that is good or 
bad for the child. I don’t know. 

As far as his stuttering is concerned, that happened all of a sudden 
when he was in the middle of the first grade. It may be coincidental 
that it happened at that time, but it was not in the kindergarten. 

This past summer he was at camp, and the counselor told me that he 
was one of the best-adjusted children in the whole camp. He is a terrific 
camper, and he loved it from the first minute he was there. He didn’t 
want to come home. So he’s a well-adjusted child, a very friendly child, 
and a very bright child, and I don’t know why he stutters. 
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Mrs. B.: May I ask you a question? Does your son stutter any less 
with your husband than he does with you? 

Mrs. V.: He stammers very much less with anybody else. When he’s 
alone with my husband, he says he’s fine, because when I spoke about 
bringing him here, my husband said, ‘‘I don’t see anything wrong with 
him.’’ I have gone several times to Central Park where they play hand- 
ball. Well, everybody knows Jeff. He gets along with everybody. To me, 
this is a terrible thing. It’s a tragedy to hear him speak this way. He 
spoke so well to the age of six, or six and a half. To have this all happen 
all of a sudden, it’s hard, it’s hard to take. When I ask people if he 
stammers to them, they say, ‘‘What? He doesn’t stammer at all.’’ He 
doesn’t stammer with his father, but with me he does. He probably 
thinks that I am the one that is bossing him and his father is the one 
that is giving him. 

Mr. G.: Your husband seems to be a good athlete. Does he make de- 
mands on the child expecting him to be as good an athlete as he is? 

Mrs. V.: Oh, no! He doesn’t expect his son to compete with him or 
do very well in sports. The kid has to beg him to play with him be 
cause he doesn’t want Jeff to feel that he wants him to do as well as 
he. I’ve watched the way they play, and my husband lets my son win 
many times so that he won’t feel inferior. 

TueraPist: Mrs. V., I had once said to you that I thought that Jeff 
was an exceedingly bright child, and you said you did not think so. 
Why did you say that? 

Mrs. V.: Well, in common sense, in everyday things I’d say he was 
a bright child, but in school I don’t think he’s a bright child, although 
I don’t try to compare him with other children. Whether it’s fortunate 
or unfortunate, where we live there is a very high caliber of people, very 
highly educated people. Jeff’s father is just an ordinary man, does not 
have a college degree or anything else. All his friends’ fathers are college 
graduates, professional men. Whether their children are helped by them 
or whether they are just normally bright, I just don’t know. His friends 
happen to be very bright children. 

THERAPIST: You indicated that up to not long ago you have been help- 
ing him in his schoolwork. 

Mrs. V.: Yes, that’s true, but he resented it. He resented it so much 
that I thought I was doing him more harm than good, so I stopped. 

TueEraPist: Do you feel, Mrs. V., that Jeff’s approach to school may 
be an attempt to get at you? You have indicated to him how important 
you feel that school is by helping him, and thereby you have shown him 
how much you wanted him to do well. 

Mrs. V.: His teacher feels that his reading has improved a great deal 
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since September. He is now up to his grade reading level. She says 
that his spelling has also improved. 

Mrs. L.: May I say something? The other day when we were down- 
stairs, you showed me a book with Jeff’s writing which I thought was 
terrific, but you didn’t think so. 

Mrs. V.: But you should see the writing of other children Jeff’s age. 

THERAPIST; But you said before that you do not compare him to other 
children. 

Mrs. V.: I don’t compare him to them in front of him. 

THeEraPist: But in your mind since we are talking about your attitude 
toward child—. . . 

Mrs. V.: Yes, I’m being very truthful. The other day my son invited 
his friend, Kenny, to the house, and Jeff asked his friend to read the 
Cub Scout pledge. He read it beautifully. My son, who got the book 
the same day as the other boy, was standing there and struggling. They’re 
exactly the same age. 

THERAPIST: That is probably the only similarity between the two boys. 
There are so many differences between them that it is really impossible 
to compare the two. 

Mrs. V.: But in common sense, my boy is superior to his friend. 

THERAPIST: But common sense is not being tested in the reading. You 
are comparing the two children where comparisons cannot be made, 
and you are coming up with a negative attitude about your child. 

Mrs. 'V.: Well, I’m willing to be corrected. 

Mr. L.: I would just like to say that while I’ve been listening to all 
this, I’ve recognized that so much that has been going on in your home 
with Jeff, Mrs. V., is probably going on in mine. You see, my wife thinks 
that I’m too lenient with Billy. .. . 

And so a second parent began to contribute his attitudes toward 
his son, and the members of the group then turned their attention 
toward this father with a two-fold objective: (1) to help him 
understand his basic feelings about his child, and (2) to see if 
they could, upon reflection, recognize similarities which would 
shed additional light upon their own attitudes. 


Cautions in Parent-CouNsELING 
Certain pitfalls should be avoided which can cause the session 
to deteriorate in value. For example, many parents are so dis- 
tressed about their child, that they are primarily interested in 
hearing what the therapist has to say about him. If the therapist 
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is not careful, he will find himself at the ‘counseling session de- 
livering progress reports which, while fine, can be handled at 
some other time. After all, Mr. and Mrs. Smith are not too in- 
terested in how little Johnny Jones is doing in therapy! 

A second essential point to be watched, and one somewhat re- 
lated to the first, is that if the therapist is not on guard, the 
sessions will deal more and more with the children, and less 
and less with the parents. Since one of the prime purposes of 
parent-counseling is to try to effect a change in parental behavior 
and attitude toward the patient, it is necessary to have the parent 
think about himself. Many parents, motivated either by resistance 
against this or by compulsions to learn more about the child, 
attempt to focus attention upon the child, with such comments 
as: “I don’t get down to see you at any time other than this, so 
could you tell me how my boy is doing?” Or, “Do you think my 
daughter is a bad stutterer, and how long do you think she will 
have to come here?” Or, “Is stuttering curable?” 

A third factor to be considered that can detract from the value 
of any particular session is that, as in many groups, there are 
some who tend to monopolize the time, while others are content 
to sit back. The therapist must, as skillfully as possible, attempt 
to draw into discussion as many of the parents as he can, for 
maximum benefits can be derived only from direct participation. 


SumMary 

This paper has postulated that a good therapeutic program 
for stuttering children must include some treatment for the 
parents. This conclusion seems inevitable if the following assump- 
tions are valid: (1) Stuttering can best be treated by treating 
the child’s emotionality, and (2) the child’s emotionality is es- 
sentially molded in the family milieu. This treatment for parents 
can be accomplished through parent-counseling in most cases. A 
particular parent-counseling program is discussed—its purposes, 
its actual operation, and certain cautions that must be observed. 
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THE DOCTOR AND PATIENT ROLES IN A THERAPEUTIC 
COMMUNITY* 
BY SEYMOUR PARKER, Ph.D. 


The doctor-patient relationship is regarded as being of prime 
importance in most forms of psychotherapy. What understanding 
we have of its therapeutic implications comes mainly from the 
insights provided by psychoanalysis. For the most part the 
emphasis has been on the various psychological roles that emerge 
during the therapeutic session, and how these roles derive from 
the patient’s past relationships. The horizons of many of the 
psychoanalytical discussions of the doctor and patient roles have 
been limited by a historical bias in treatment and by a heavy 
concentration on the “two-person-in-private-office” situation. 

The recent growing interest in milieu therapy makes further 
explorations of this area imperative. The manner in which these 
roles are defined will vitally affect the way in which the patient 
utilizes the therapeutic potential of the hospital environment. 
In this paper, there will be an attempt to understand how the 
doctor and patient roles in a therapeutic community influence: 
(a.) the degree to which the patient feels he has an active and 
responsible role to play in the therapeutic process, and in the 
social life of the hospital community; (b.) the nature of the data 
called forth in the therapeutic situation; and (c.) the manner 
in which the patient participates with others in his social en- 
vironment and the extent to which he feels that they are involved 
in his treatment. 


Furthermore, there will be an attempt to understand how the 
resolution of these problems is vitally tied up with treatment and 
the therapeutic goals in a “therapeutic community.” It should be 
made clear that the descriptions of the patient and doctor roles 
that follow, and of the contingent effects are, to a great extent, 
ideal ones. In reality, the roles are often not defined in this 
manner, and the therapeutic benefits to be described are some- 

*From the Jefferson Medical College, Philadelphia, Pa. 
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times not forthcoming. What will be described is the ideology of 
the staff and the kinds of situations and role definitions they 
strive to achieve. 

The comparisons to be made in this paper between the insti- 
tution described here and other mental institutions may not seem 
quite fair to many readers. As will be seen, both the type of 
patient and the resulting treatment and administrative problems 
are to some extent different from the usual. It is felt, however, 
that whereas many of the actual practices in the therapeutic 
community cannot be directly applied to other settings, the prim- 
ciples involved in these practices are very pertinent to mental 
institutions in general. Furthermore, it is recognized that, be- 
cause of varying practices, it is difficult to generalize about “other 
mental institutions.” However, aspects of a very prevalent doctor- 
patient relationship will be described. 

Before proceeding to the actual subject matter, it seems im- 
portant to give some details of the institutional setting. Since 
this has been done in a number of published reports* * the present 
discussion will be limited to a few pertinent aspects. 

The Belmont (England) Social Rehabilitation Unit* has been 
in operation for nine years under the direction of Dr. Maxwell 
Jones.** There are about ninety patients who fall mainly into the 
character disorder category; psychotics, intellectual subnormals 
and patients with organic injuries are not admitted. Many of the 
accepted patients have had great difficulty in holding jobs, ful- 
filling normal family roles, or respecting the law. In the course 
of their careers, the majority have lived on the funds of their 
relatives, or of state welfare agencies, or have turned to crime. 

Every morning the entire community meets as a body to discuss 
current problems of concern to both patients and staff members. 
After morning tea, some of the patients go to the workshops, 


*The Belmont Social Rehabilitation Unit will be referred to in this paper simply 
as ‘the unit.’’ 

**The writer wishes to dispose of a persistent rumor concerning a fire supposed 
to have been set by a patient at the unit and to have led to the closing of the unit. 
The writer was doing research at the institution at the time of the fire which in- 
spired this story, and he was present at the investigation which followed it. There 
was no reason to believe that a patient was in any way.responsible for the fire; 
the evidence definitely did not point in that direction; and the fire did not interfere 
in any way with the operations of the unit. It broke out in, and was confined to, 
one small building that contained the recreation room and a workshop. 
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while others go to one of the four doctors’ groups to which they 
are assigned. In both of these situations, the emphasis is on cur- 
rent interpersonal difficulties, although, in the course of the discus- 
sions various background factors in the patients’ lives are intro- 
duced. The workshops are not regarded merely as places where 
the patient either learns a skill or is occupied in order to keep 
his mind off his problems. Although valuable skills are often 
acquired, a workshop is considered to be another place where 
treatment is obtained, just as treatment is also obtained in the 
evening socials, community meetings, doctors’ groups, and private 
interviews with the doctors. Like the doctors’ groups or wards, 
a shop presents an interpersonal situation which calls forth many 
difficulties that also arise in outside employment. Here, problems 
of working with peers, foremen ( patients), and workshop instruc- 
tors are discussed by the entire group. 

In the afternoon the patients are occupied with work and in- 
dividual interviews with a doctor. Most of the doctors try to keep 
their private interviews to a minimum. In the evening, there are 
socials with tea, dancing, and conversation. Except in the wards, 
the sexes mix freely in the various activities of thé day. 

An attempt is made to create a “feeling of community” in all 
group activities; a community where problems can be acted out 
in a relatively permissive and accepting social environment. As 
will be seen, this does not mean that there are no social sanctions, 
or no pressures to conform. These, however, are generated by 
the restraints and rewards of the social life of the community 
itself, rather than superimposed by the staff. Another goal toward 
which the unit strives is a communication system that will insure 
sufficient “feedback” of all events having significance for indi- 
vidual patients and the life of the community as a whole. The 
nature of the treatment and social life in the therapeutic com- 
munity will emerge in sharper outline as the subject of this paper 
is discussed—the roles of the doctor and the patient. 


THe RoLe oF THE PATIENT IN THE THERAPEUTIC COMMUNITY 

Passivity is one aspect of the role of the sick person in our 
society (and more specifically in many of the traditional mental 
hospitals). Not only do lay society and the medical profession 
give sanction to the idea that the ill person bears little or no 

















SEYMOUR PARKER, PH.D. 115 


responsibility for his illness, but also that he has only a minor 
active role to play in getting well. Talcott Parsons, in a discus- 
sion of the patient’s role in our society, points out that it is the 
right of the sick person to avoid many of his normal social re- 
sponsibilities. Indeed, it is often his obligation to do this. This 
role definition needs to be legitimated in the eyes of significant 
others. The legitimating agent is the physician, who is the ap- 
propriate representative of society.‘ 

Another, closely related aspect of the role of the sick person 
is that he “cannot be expected by ‘pulling himself together’ to 
get well by an action of decision or will. In this sense also he 
is exempted from responsibility—he is in a condition that ‘must 
be taken care of.’’* This being the case, the sick person cannot 
be expected to get well by his own efforts. He puts himself in 
the hands of the medical specialist. In some mental hospitals, the 
patient’s major role is merely to be sick and to behave accord- 
ingly. Above and beyond some minimum chores that he may be 
called on to perform, the patient is expected to cause as little 
trouble (to the staff) as possible and to see his therapist when 
he is summoned. 

In the therapeutic community, illness is, to a great extent, 
looked upon as a motivated failure to perform normal social 
roles. Sociologically deviant behavior is “failing to fulfill the insti- 
tutionally defined expectations of one or more of the roles in 
which the individual is implicated in the society.”* The social 
system in which the patient participates (and the role relation- 
ships in which he is involved provide the motivation for his 
deviant behavior (i.e., illness) and the rewards for its continua- 
tion. Accordingly, treatment in the unit consists of an attempt 
to understand and change those aspects of the patient’s role re- 
lationships which are relevant to his motivated deviance. 

There is no implication in the preceding paragraph that this 
definition of mental or emotional illness is the best one existent or 
even that it is a valuable way of conceptualizing all types of psy- 
chopathology. However, given the modal problem treated in the 
unit and the nature of the therapeutic goals, the staff finds this 
conception of illness a helpful one. The type of treatment pro- 
vided in the unit flows partly from this viewpoint. It is designed 
to enable the patient to learn more about his relationships with 
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other people and to acquire competence in role performance. 
There will be little said here about the efficacy of this treatment 
as against other kinds of therapy. It may be that various types 
of doctor and patient role definitions can only be evaluated rela- 
tive to the nature of the condition being treated. Further research 
is necessary to study the concrete reactions of different types of 
patients to this setting. The present purpose is merely to speculate 
on some of the therapeutic implications of the role definitions to 
be described. 

1. The patient assumes responsibility for providing many of 
the material needs of the community. There are five different 
types of employment available to patients in the unit. Each pro- 
vides goods and services needed either by the collectivity or by 
particular individuals. The tailoring shop repairs and presses 
clothes, the furniture shop repairs damaged furniture and builds 
new pieces, the gardening group maintains the hospital grounds, 
the painting group paints the various offices, wards, and corridors, 
and the home group is responsible for keeping the wards clean 
and tidy. It should be noted that most of the staff members work 
in the various occupations and perform the necessary jobs with 
patients. The different work groups give an account in the com- 
munity meetings, of the work accomplished and of that planned 
for a given period. 

The assumption of these responsibilities by the patients extends 
to their informal organization. Each ward organizes an evening 
social for the entire community once a week. The purchase of 
food, its preparation and catering is left completely up to the 
patients of the ward. Funds for this purpose are obtained by the 
sale of tea and sandwiches at the social each night. Members of 
the entertainment committee who are elected by the group, recruit 
volunteers to help them carry out the various activities. — 

Patients are frequently in need of financial aid to tide them 
over periods of difficulty. For these contingencies a distress fund 
has been set up and is administered by the patients. Contributions 
to this fund are made voluntarily by current patients, staff per- 
sonnel and ex-patients who frequent a club operated by the unit 
outside the hospital. An individual in need of funds, makes his 
request at the community meeting and explains the reasons for 
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his need. The ensuing discussion often highlights the individual’s 
problems in his family or in the unit. 

The situations that arise in the course of carrying out those 
activities are an integral part of treatment. The interpersonal 
difficulties that inevitably occur are analyzed and discussed in 
the context of the continuing life of the community. 

2. The patient assumes responsibility for participating im the 
governing and the administration of the community, and main- 
tainimg tts social norms. There are few aspects of the internal 
administration of the unit in which the patients do not take an 
active part in the decision-making process. Of course, this part 
is necessarily limited by the special knowledge often required, 
and by the ultimate medical responsibility of the doctors. In most 
situations, however, it is rare for a decision to be made without, 
at least, offering an explanation and obtaining the opinions and 
suggestions of the patients. Almost invariably, a decision to dis- 
charge a patient is first discussed with the community as a whole. 
At times, the patients’ opinions have made the difference in decid- 
ing whether someone was to be discharged or to remain in the 
unit. 

Matters such as the length of time that the various groups meet, 
where and how often the meetings should be held, and whether 
certain groups should meet at all, are subject to a collective de- 
cision. On one occasion a group of patients decided to hold their 
meeting in their ward instead of the doctor’s office as they had 
been doing in the past. After discussing their reasons with the 
doctor, he changed his long-established practice and attended the 
meetings in the ward. In another instance the patients of one doctor 
requested that she combine her two therapeutic groups into one. 
After probing the motivation and discussing the problems in- 
volved, the groups were combined. In another instance, there 
was dissatisfaction with the job placement procedure for patients 
about to be discharged. This was creating a considerable amount 
of resentment toward members of the staff. At one morning meet- 
ing the entire community decided that a special “placement 
group” should be inaugurated, to be attended by the patient 
about to be discharged, various staff members who knew him, his 
friends in the unit, and family members. At this meeting, the 
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discussions revolved around his employment potentialities, his 
plans for the future, and existing conditions of the job market. 

Many more examples could be given to demonstrate the con- 
siderable extent to which patients share with the staff the functions 
of the internal administration of the community. Given the thera- 
peutic goals, it may be said that the means by which patients 
are induced to assume these responsibilities constitute the nub 
of treatment. Since all of the patients are “sick,” this fact is 
rarely accepted as an excuse for not participating in the unit’s 
functions or for not adhering to its rules and norms. Of course, 
exceptions are made in cases where the physical condition of a 
patient is such that it would clearly be dangerous to permit him 
to carry on like the rest. Persons using such excuses as head- 
aches, asthmatic attacks, nervous upsets, etc. as reasons for not 
participating in the social life of the group or for not adhering 
to its norms, are urged to discuss the matter and are subjected 
to positive and negative pressures from their fellow patients to 
conform. For example, one young man was reluctant to come to 
the evening socials where he would likely be asked to dance by 
female patients, or staff members. This was discussed in both 
the community meeting (with the patient present) and in his 
doctor’s group, and attempts were made to explain to him why 
he “felt nervous” in the evenings and how this feeling was shared 
by so many others in the community. His ward mates began to 
make it a practice to gather around his bed in the evenings and 
encourage him to attend the socials with them. 

In some cases, where failure to assume the normal role is 
serious or very persistent, the patients will bring negative 
sanctions to bear, such as sarcastic humor or isolation. As a rule, 
however, the community is permissive, and the incentives to par- 
ticipate and conform consist primarily of the gratifications af- 
forded by satisfactory interpersonal relationships. 

3. The patient is responsible for taking an active part m his 
own treatment; on his own efforts, rests the ultimate success 
or fatlure of the community to help him. This responsibility ap- 
pears to be a rather heavy burden to place on an individual, 
who comes to the unit in disturbed condition seeking help from 
medical specialists. He expects these experts to take him in hand 
and cure him—“shock him,” “fix his nerves,” “get rid of these 
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terrible feelings inside,” and so on. In short, he anticipates that 
things will be done to him or for him in order to make him better. 
This view has widespread currency in our society and is often 
perpetuated by the mental hospital regimen. Actually, this regimen 
serves a number of pathological functions for the mentally ill 
patient. First, it may prevent him from recognizing the motiva- 
tion underlying his illness. Second (and closely related to the 
first), it may strengthen the conviction that his difficulties are 
“inside”—something built into his organism—instead of being 
a disturbance in his interpersonal relationships and a motivated 
failure to perform his various social roles. These mechanisms 
may serve to minimize the anxiety in the patient’s adjustment 
to his own illness and thus make his condition more tolerable. 

It is, thus, understandable that the patient, during the first 
part of his stay at the unit, is often disturbed when he learns 
that treatment depends on himself to such a great extent. He is 
rarely even called for a private interview with his doctor (except 
on the day of his admission). If he wishes such a private interview 
or wants to have the social worker make contact with a member 
of his family, it is he who must take the initiative and make the 
request. 

Often the patient finds it almost intolerable to be denied seda- 
tives and, instead, be told to participate more fully in the social 
life of the community or to talk more to his friends about what 
is currently bothering him. It is extremely frustrating for the 
patient who demands that something be done to help him, to be 
advised (by staff members and other patients) to attend the 
evening socials, to confide in his doctor’s group and in his ward 
mates, to think seriously of the interpretations of the doctor and 
other patients, or to try to perform his work regularly. He is 
told that nobody is going to make him get better or force him to 
participate—he must make the effort himself if he is to get well. 
He is distressed further to learn that “getting well” itself con- 
sists of undertaking these things and is not primarily directed 
toward relieving him of headaches, depressions, and so on. 

At some stage in treatment, the patient usually becomes very 
anxious and protests strongly that the type of treatment in the 
unit is inadequate and that the staff is incompetent and heart- 
less. It is at this point that relationships with other patients 
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are crucial. If the patient has become involved in satisfying re- 
lationships, he is able to withstand the anxiety provoked by the 
awareness of his own role-inadequacies and is sustained by posi- 
tive gratifications from his peer group interaction. When relation- 
ships are unsatisfactory, the individual either takes his own dis- 
charge or “acts out” in such a way that it is difficult for the 
community to contain him. Those who attempt to accept the con- 
siderable degree of responsibility for their own treatment are 
able to find ample support and gratifications in the community 
for their assumption of more active roles. In both the formal 
and the informal systems, they may receive leadership positions 
and otherwise win recognition for their efforts. By the whole 
rather painful process, they gradually come to realize the extent 
to which their own motives are involved in their role failures. 

4. The patient is responsible for taking an actiwe part im the 
treatment of other patients. This aspect of the patient’s role is 
closely related to the point just made and flows from the thera- 
peutic ideology of the unit. Strong efforts are made to enable 
the patient to feel that, just as he has an important role to play 
in other aspects of community life, he also has the important 
function of treating others. In fact, distinctions are seldom made 
between administrative and psychotherapeutic problems. A pa- 
tient’s effort to help others is considered an integral part of his 
own treatment. 

“Giving treatment” plays a major role in the informal social 
life of the patients. The form this takes is varied—sometimes 
there are deliberate efforts to treat an individual by making 
psychiatric interpretations, refusing to give neurotic gratifica- 
tions, and facilitating communication. In other instances, the 
effort is not so deliberate, and it may constitute an attempt to 
deal with interpersonal problems. The attempt may consist 
of sanctions employed by the group to get the individual to 
conform to the social norms; or there may be behavior directed 
toward aiding an isolated person to participate in group activities. 
In most cases of informal therapy, the role of the staff in stimu- 
lating and giving direction is of fundamental importance. The 
interpretations and suggestions of staff members help to structure 
informal relationships and to develop more desirable attitudes 
among the patients. Problems stemming from these relationships 
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are then fed back to staff members, who make further interpre- 
tations. 


Tue Roxie or tHE Doctor 


Just as there are important differences from the usual insti- 
tution in the role of the patient in the therapeutic community, 
the doctor’s role also differs markedly from what it ordinarily 
is in a mental hospital. It will be recalled that the patient is 
required to be active in his new social environment and assume 
considerable responsibility for his own treatment and that of 
other patients. Accordingly, the authority position of the doctor, 
vis a vis the patient, is pared down considerably. As will be seen, 
the doctor does not become less active or assume less respon- 
sibility for the treatment of his patient. However, these functions 
are performed in a different manner. To avoid needless repetition, 
there will be no elaboration on those aspects of the doctor’s role 
that have become obvious from the previous discussion. 

1. The doctor shares responsibility for the treatment of his 
patients, both with other staff members and with patient members 
of the community. The doctor in the unit has formal responsibility 
for the treatment and wellbeing of his patients vis 4 vis his pro- 
fession and the superintendent of the hospital. Actually he shares 
his therapeutic responsibility with other staff members and 
patients, This was obvious in the description of the patient’s role. 
As stated previously, after the doctor’s first private session with 
the new patient, it is usually left to the latter to request future 
interviews. As far as possible, the attempt is made to discuss 
the patient’s problems in one of the community groups. It is in 
this setting that most of the therapeutic work takes place. In 
such groups (with both patients and staff members present) other 
members of the community have the opportunity to “help” the 
patient, or aid his doctor in making interpretations or decisions. 
Often, other members of the staff are able to contribute more 
to the discussion than the psychiatrist in charge. In time it be- 
comes clear to the patient that his psychiatrist is far from being 
omnipotent or omniscient. He is then viewed as an individual with 
special knowledge and training relevant to some of the problems 
being dealt with. The authority he possesses flows from this fact.* 


*It should be noted that members of the medical staff wear no uniforms whatsoever 
and that all are addressed by their first names. 
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The doctors are not reluctant to admit gaps in their knowledge 
and freely ask other members of the community for help in making 
decisions. Patients, on the other hand, often criticize staff decisions 
which they believe to be taken without adequate consideration 
of their opinions. 

Frequently, it is pointed out to patients (either by their peers 
or by staff members) that they are trying to manipulate their 
therapist to make decisions for them or otherwise are attempting 
to get him to exert control over them. The “hows” and the “whys” 
of these attempts, and the situations in which they occur, become 
the “stuff” of therapy. It should be noted that this aspect of the 
doctor’s role is often difficult for the doctor, as well as for the 
patient, to countenance. 

2. The doctor has the right (tf he feels it is desirable for the 
patient and/or the community), to share “privileged” imforma- 
tion with other members of the community. 

Ordinarily, the doctor is expected to maintain in confidence 
the privileged information that he acquires during an interview 
with the patient. Only in special circumstances will this private 
information be divulged. 

This may help to facilitate the establishment of a close (and 
secrecy-bound) paired relationship between the doctor and his 
patient. The therapist is usually both loved and hated for accept- 
ing these “cherished secret treasures.” 

In the unit, it is considered unwise of the doctor to accept in- 
formation which he is not free to share with the community at 
his discretion. This might counteract the efforts being made to 
have the patient relate to the wider community (instead of cling- 
ing tightly to the intimate relationship with his doctor). Although 
information obtained at private interviews is not indiscriminately 
communicated to other community members, it is clearly under- 
stood by the patient that the doctor is at liberty to so communi- 
cate if he feels this would be therapeutically desirable. The 
doctor’s ability to create a therapeutic milieu for his patients, 
depends on this right to share all information with members of 
the community. 

Because the doctor does not regard himself as the only one (or 
indeed, necessarily the most important one) to give treatment, 
he must be in a position to help others “treat” his -patients.. These 
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“others” are the people who interact with the patient during 
“the other 23 hours of the day.” He accomplishes this partly by 
discussing with the groups the causes of an individual’s difficul- 
ties, how he characteristically manipulates people in his environ- 
ment in order to obtain neurotic gratification, and how best to 
help him overcome his deviant role performance. It may be said 
that the doctor’s function described here constitutes his most 
important contribution to the therapeutic work of the community. 
Discussions dealing with an individual’s difficulties often lead 
to an examination of aspects of the structure and functioning of 
the group that are contributing causes. Thus, the doctor is often 
required to “treat” the group in order to facilitate the treatment 
of the individual. 

For the physician to agree to accept confidential communica- 
tions from patients would contradict an important ideological 
tenet of the therapeutic community. Close paired relationships 
between patients, which involve the sharing of privileged infor- 
mation to the exclusion of others, are regarded as being detri- 
mental to treatment and to the cohesiveness of community life. 
In fact, members of the staff often state that it is “anti-thera- 
peutic” for a patient to agree to accept confidential information 
from another patient. Such communication may prevent a patient 
from expanding his network of social relationships and strengthen 
his feelings of dependency on one or two significant figures. By 
also refusing to accept “secrets,” the doctor frustrates the patient’s 
attempt to establish such a dependency relationship, or engage 
in other types of anti-therapeutic collusion. 

3. The doctor, as a member of the therapeutic community, inter- 
acts with the patient in many ways outside the formal thera- 
peutic situation. In the usual doctor-patient relationship, the 
doctor is often careful to avoid interacting with his patients in 
“social situations.” Society sanctions this aspect of the doctor’s 
role partly as a means of protecting the patient. A physician, 
having access to privileged communication from his patient, is 
in a position to take advantage of the situation if he is so minded. 
There are also medical reasons for the “avoidance” aspects of 
the psychotherapist’s role. If the doctor interacted informally with 
his patient outside the therapeutic situation, there would be a 
danger of reciprocating, in the patient’s attempt to achieve grati- 
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fication for his neurotic needs. Parsons and Fox, in discussing the 
patient’s attempt to use the therapist in order to satisfy his de- 
sires, emphasize that “the therapist must frustrate these desires 
by refusing the looked for reciprocation.’”* 

While this tenet is also held by the doctors in the therapeutic 
community, the situation in which they meet the patient is such 
as to warrant some changes in this aspect of the role. Here, psy- 
chotherapy takes place in a community setting rather than in 
the more familiar “two-person-in-private-office” situation. The 
very fact that treatment takes place in “public”—within a group 
setting—minimizes the dangers that were partly responsible for 
the avoidance aspects of the relationship. In addition, the han- 
dling of the transference situation becomes markedly different, be- 
cause transference is analyzed here, not only in the relationship 
with the therapist, but also with other staff members and patients. 
Within the unit the doctors and patients interact in a rather wide 
variety of situations. At community meetings, the staff and 
patients participate together in the solution of many “adminis- 
trative” problems such as scheduling daily events and priorities 
in group work. Another important area of doctor-patient inter- 
action occurs in the work situation. Three out of the four psy- 
chiatrists in the unit participate in the various workshops in 
the same manner as does any patient. One doctor is a member of 
the carpentry shop, another is in the painting shop, and a third 
is part of the domestic group, responsible for cleaning and so 
forth. The doctors take part in the ordinary tasks of the groups 
and also in the meetings and informal discussions that go on 
in a group’s particular shop. The informal conversation may be 
about technical aspects of work, current events, humorous stories, 
or even some aspect of the personal life of the doctor. 

Another situation in which there is an informal mixing of staff 
and patients is at the evening socials. Although doctors and other 
staff personnel are not required to attend these functions, at least 
some are present every evening. 

4. The doctor is expected to deal with the patients’ acting-out 
im a permisswe fashion. The permissive atmosphere in the unit 
flows from the therapeutic rationale for the treatment of behavior 
disorders, but only exists in fact because of the nature of com- 
munity life. In the functioning of any society, discipline is es- 
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sential. This is especially true where the society (as in the unit) 
consists of people who have difficulty in performing their social 
roles in a normal manner. Although the frequent acting-out among 
the patients is very irksome, it becomes possible for the staff to 
tolerate it only because they can usually depend on support and 
help from the patient body. If a patient smashes up furniture, 
becomes aggressive toward others, or creates some other similar 
disturbance, this immediately becomes a concern of the com- 
munity. Other patients in the ward may make special efforts to 
bring the disturbed person into one of the informal friendship 
groups that exist or aid him to attend the socials in the evenings, 
or talk to him about his anxieties. At other times, the patients 
may exert negative sanctions (e.g., social isolation, criticism, and 
sometimes physical violence) if an individual persists in creating 
disciplinary problems. 

The point that should be emphasized is that the doctor is 
able to perform his role permissively only because it is no longer 
his obligation (or that of other staff members) to provide the 
only source of discipline in the situation. This function is dis- 
tributed among all members of the community. The doctor’s diffi- 
culty in being permissive becomes obvious during periods of dis- 
organization when a high percentage of the patient body is not 
willing to perform its social responsibilities. Then the only al- 
ternatives open to the staff are either to behave in an author- 
itarian manner or make special efforts to understand the group 
processes at work and patiently apply “therapy” at the group 
organizational level. 

ConcLusIons 


One may: briefly return to the three points that were raised at 
the beginning of this paper. What are the implications of the 
doctor and patient roles in the unit for the patient’s concept of 
the part he plays in the treatment process? Clearly the attitudes, 
propaganda and practices in the therapeutic community, give the 
patient an active role in therapy. This is accomplished in two 
ways—by giving him increased rights and responsibilities and in 
paring down the paternalistic and authoritarian attributes of 
the doctor (and other medical and non-medical staff members). 
The difficulties engendered in the patient by playing his new role, 
and in accepting the concomitant changes in the doctor’s role, 
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may contribute to a reduction of the secondary gains of illness 
and force a person to seek alternate means of gratification. If 
the patient is ultimately able to accept the responsibilities imposed 
by his role obligations and expectations in the therapeutic com- 
munity, he is well on his way to being socially rehabilitated. 

How is the quality of the data called forth in the therapeutic 
situation affected by the manner in which the roles are defined? 
In the absence of accepted standards of comparison and of any 
experimentally controlled research, it is difficult to answer this 
question. One may merely suggest some of the unique aspects of 
the unit that may have an important bearing on this matter. All 
of the patient’s social behavior is regarded as the raw material 
of treatment and communicated back to the various groups in 
which he participates. Thus, what is treated is a very wide range 
of the patient’s behavior (as perceived by the patient himself, 
his peers, and his doctor) instead of merely his verbalizations, 
or a limited aspect of his activities. Also, the fact that the treat- 
ment takes place, for the most part, in public (and by the public) 
must influence the data that is recalled and verbalized—and the 
affect produced by its analysis. 

The paring down of the authority aspects of the doctor’s role 
and the informal interaction between doctor and patient have a 
further bearing on the data forthcoming in the relationship. The 
therapist in the unit is able to observe the patient actually inter- 
acting in different situations with various people. Although this 
puts a premium on current behavior, historical material is by no 
means ignored. This is particularly important with patients from 
the lower socio-economic groups (who constitute a large propor- 
tion of the patients in the unit) who often have difficulty with 
the introspective verbalization on which psychotherapy usually 
depends so heavily. 

It is probably true that the rather unstructured and informal 
interaction between the doctor and patient may serve to “muddy” 
the transference relationships with people of different status 
(e.g., female, male, authority figure, etc.). Also the change in the 
perception of the therapist (from an omnipotent authority figure 
to an understanding person who has special training for dealing 
with behavior problems) is important for many of the unit 
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patients who have hostile and aggressive attitudes toward society, 
and toward those to whom it delegates power. 

Finally, a few words about the implication of the role defini- 
tion for the manner in which the patient participates in his social 
environment. It was mentioned previously that the pressures 
exerted on the patient to play an active role, and the refusal 
of the doctor to become the “protecting or threatening parent,” 
may encourage the patient to depend more and more on supports 
from his peer group. For this support to be forthcoming he is 
required to share with others the duties and responsibilities im- 
posed by the society. He begins to view his social environment 
as something which he can actively influence instead of a set of 
forces that do things to him and for him. 

In recent years, as the definition of mental illness is enlarged 
to include a mixed bag of social misfits, failures, criminals, etc., 
the mental hospital is becoming crucially important. Psychia- 
trists are being called upon increasingly to treat patients whose 
symptoms are defined in terms of social role failure. There are 
even conflicting opinions as to whether many of these people are 
ill in the traditional medical sense.’ Mental institutions may, in 
some instances, hinder the patients from learning new social roles. 
They may even contribute toward the perpetuation of motivated 
role inadequacies, by fostering passive-dependent relationships 
with the therapist, and discouraging active responsibilities in the 
hospital environment. 

It is hoped that this paper will contribute to an understanding 
of the significance of the doctor and patient roles in milieu ther- 
apy. Changes in the patient are brought about not only by the 
new ideas and information he is exposed to, but also by the ac- 
tivities and relationships he sustains in the therapeutic situation. 
Progress is most likely when these activities and relationships 
corroborate the new insights that are developing. 


SuMMaARY 
This paper attempts to explore some of the therapeutic impli- 
cations of the doctor and patient roles as they have emerged in 
the Belmont (England) Hospital Social Rehabilitation Unit. The 
major innovations in the role of the patient are in the direction 
of trying to give him a more active function in the administra- 
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tion of the hospital, in the treatment of other patients, and in 
his own treatment. The problems encountered by the patient in 
the transition from a dependent passive role to that of a more 
active participant in his social environment constitute the nub 
of therapy. Concomitant changes also take place in the role of 
the doctor in the therapeutic community. His authority attributes 
are pared down, and he presents himself as an understanding 
person with special technical knowledge rather than an all-power- 
ful “medicine man.” In the course of being weaned from his posi- 
tion of dependency, the patient learns to examine the motivated 
aspects of his illness and the nature of the relationships he has 
sustained in his social environment. 


Daniel Baugh Institute of Anatomy 
308 S. 11th Street 
Philadelphia 7, Pa. 
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IN LAUDE LATRINAE!* 


This discourse should be written on an ill wind, or perhaps 
even printed on rolls of soft paper. There have been studies of 
the human race from many frames of reference—economic views, 
historic views, sociological views, psychological views. There 
are bird’s-eye views, worm’s-eye views. This one will be a brief 
but broad backside view, a consideration of man from an anal 
framework. 

In such a view, one does not divide man into class rich and 
class poor, class lazy and class energetic, or class male and class 
female. One divides, rather, by action, attitude and speech toward 
the essential human activity of defecation. In action, we have the 
clean and the careless; in attitude, the matter-of-fact and the 
overmeticulous (or the prudish); in speech, the scatological and 
the non-scatological. Take the scatological as a rough measure 
of conscious habits and conscious attitudes. Scatological folk are 
obscene, larding their speech with rich barnyard and privy terms, 
and taking hearty enjoyment in talk which has to do with ex- 
erement. The contrary class is the non-obscene, folk who would 
choke on the dirty word. 

Or one can use psychodynamic terms—which cut straight 
through the classes of the scatological and the non-scatological. 
In psychodynamic terms, there are anal-erotic folk and folk who 
are not anal-erotic. The anal-erotic include most of those whose 
language reeks of scatology—but not all; there are some whose 
free-flowing terms are devoid of much affect and merely reflect 
the social scene of their upbringing. And the anal-erotic also 
include a large segment of people whose ordinary speech is 
virtually aseptic—not in the least scatological. They are the 
people in whom anal erotism is sternly suppressed, if not deeply 
repressed. And we owe to them many of the great achievements 
of modern times, as well as many of the lesser developments 
which make modern life comfortable. 

These thoughts are suggested by the publication of a recent 


*This essay is respectfully dedicated—for reasons which will appear—to Latrina, 
in fact or supposition the Roman goddess of the latrine. 
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book, Elizabethan Quintet by Denis Meadows,* in which the 
author gives an all-too-short sketch of one of the little-known 
benefactors of modern times, Sir John Harington, godson of 
Elizabeth I, courtier, poet, soldier—and inventor of the flush 
toilet, one of which, constructed to his specifications, was installed 
in Richmond Palace for the accommodation of Gloriana. He set 
forth his invention in one of the curiosities of English literature, 
A New Discourse of a Stale Subject, Called the Metamorphosis of 
Ajax. Herein are plays on words which should be awesome even 
to an Elizabethan. “Stale” is horse urine; “Ajax” is to be under- 
stood as “a jakes,” a privy or earth closet—perhaps derived, 
Webster suggests, from the proper name “Jacques.” One can 
but reflect on the mutual admiration which existed between Eng- 
land and France, perhaps during the Hundred Years War or 
maybe just after the Conquest, when the Anglo-Saxon gong was 
renamed for a Frenchman. (The polite term in French today is 
the English “water closet,” as the polite term in English is the 
French “toilet.”) 

It would be interesting, too, to know how and why—long after 
both “Jacques” and “jakes” have been forgotten—the place of ease- 
ment has been re-titled with another proper name, the “John,” 
or in some quarters tagged with the feminine variant, “Aunt 
Jane.” Perhaps the specialists in the etymology of the spoken 
tongue have the information, but source material on this and 
other aspects of man’s excretory habits is exceedingly hard to 
come by. One can note that among the dictionary definitions of 
“John” are a policeman, a Chinese man and an Englishman. 
Well? Or could today’s John derive simply from Sir John Har- 
ington, the name of the courtly inventor himself? Or maybe it’s 
as simple as: “Jacques” means “James” but sounds more like 
“Jack,” and “Jack” means “John.” 

The classicist may at least be happy that Sir John’s Homeric 
joke about Ajax was not perpetuated. That hero of Trojan con- 
flict may wake or slumber or drive his chariot furiously in Ely- 
sium, the connection of his name with Sir John’s great meta- 
morphosis long since forgotten. 

What Sir John actually did, aside from being knighted by 
the wrong commander and translating Italian poetry that even 
*Meadows, Denis: Elizabethan Quintet. Macmillan. New York. 1957. 
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Elizabeth thought too shocking for her maids of honor, was to 
metamorphose the venerable and odorous earth closet of our 
ancestors into something which might appear quaint but which 
would be entirely practical in a bathroom of today. He gave full 
specifications, a diagram and estimates of costs, which biographer 
Meadows thinks would not compare unfavorably with modern 
plumbing charges. Sir John, whether today’s slang does com- 
memorate his name or not, deserves the good opinion of posterity. 

But it should be noted that Sir John did not actually invent 
the water closet. He re-invented it. And it seems to have been 
re-invented twice since his time. For James VI of Scotland, the 
son of Mary, Queen of Scots, who succeeded Elizabeth as James 
I of England, was a notably dirty king. The aura of royalty in 
James’ day might have shocked even Huckleberry Finn’s bogus 
king and duke, of whom Huck remarked that they probably didn’t 
smell so bad as the real ones. However that may be, the royal 
water closet seems to have fallen into disuse, to be re-invented for 
James’ royal granddaughter Anne almost a century later, and 
re-invented again—after a lapse of another century—under the 
Regency which reigned for poor, mad George ITI. 

The resourceful Sir John himself has been, if not completely 
neglected, pretty well forgotten. In spite of the importance of his 
device to medicine, there appears to be only one readily accessible 
medical discussion of it. Sigerist, the medical historian, con- 
tributed an illuminating article on Harington to the Bulletin of 
the History of Medicime 14 years ago.* In it he notes one previous 
medical article in the Bulletin of the Johns Hopkins Hospital, as 
well as several nonmedical references, arid the reprinting in 
London in 1927 of the original Metamorphosis. Medical neglect of 
Harington may be the more remarkable, since Sigerist notes 
that Sir John also was the first English translator of Regimen 
Samitatis Salernitanum, which Sir John called The Englishmans 
Doctor. Or, The Schoole of Salerne. Or, Physicall observations 
for the perfect Preserving of the body of Man in continuall. health 
—a work of enough medical importance to have been reprinted in 
New York in 1920 by Hoeber. 

Sigerist writes of Harington and his didibavenhedt: 1 in reference 


 “Sigerist, Henry E.: An Elizabethan poet’s contribution to public health: Sir 
John’ Harington and the water closet. Bull. Hist. Med., 13:2, 229-243, February 1943. 
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to public health. He does, however, quote at length, including 
passages that throw some light on motivation; he reprints plans, 
specifications and price estimates—and a sketch of a “godly 
father” seated comfortably on the new contrivance, with what 
seems to be a devil prancing about and applauding him. Sigerist 
also points to the reason for the lack of immediate popularity 
of the “invention.” The Elizabethan water closet was a vast im- 
provement over the earth privy, but it was flushed into a vault 
which had to be emptied and cleaned: “The water closet could 
not come into more general use before houses were supplied with 
running water and connected with sewers.” 

Sir John’s water closet was, as has been said, not new, though 
he must have thought it was. There were water closets in the 
great palace of Knossus in Crete in Minoan days, possibly 2,000 
B.C. And toilets flushed with water were at least occasionally 
constructed in other palaces and temples of the ancient Near 
East. There is an amazing lack of any readily available, system- 
atic study of the history, or even of comparative modern methods, 
of disposing of human waste. One can find occasional references 
in archeological reports and modern anthropological studies; a 
diligent search of such historians as Herodotus will cast some 
light on the sanitary regulations of various nations in ancient 
historic times; the Bible and various ancient references to the 
sect of the Essenes give more illumination for the same period. 
There are other almost endless religious regulations, for the 
Christian creed is exceptional; most religions prescribe the con- 
ditions and circumstances for the act of defecation. 

Defecation is an essential activity. Without it, human and all 
other life would soon come to an end, all living organisms choked 
or poisoned by their own waste products. Psychoanalysis reckons 
the infant’s early anal activity and its results to be an essential 
character-builder. It is important, as is the intake of food or 
as is sex attraction. Uncounted scientific volumes have been written 
on genital sexual and oral activities. They range from psycho- 
analytic research into the psychosexual mechanisms to books 
on comparative marriage customs, and from psychoanalytic study 
of orality and its psychic apparatus and social consequences, to 
bartenders’ guides and cook books. There has also been much 
inquiry, productive of many scientific articles, into anal activities 
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and anal erotism, though the literature does not approach the 
volume of that on orality. But there seem to be, despite scientific 
interest, no such comprehensive and definitive works on anal 
erotism as can be readily found in the spheres of genital sex 
and of orality. (It would be very interesting indeed to know why.) 
Perhaps the nearest thing to such a work in the modern literature 
is Cleanliness and Godliness, by Reginald Reynolds,* a com- 
pilation for general reading by a political and social satirist, 
who seems to have written it in revulsion from the bombing of 
England during World War II, perhaps as a contemptuous note 
to Hitler that even fighting the filth of his New Order mattered 
less to man through the aeons than fighting the filth of the old 
ordure. He is confident, the author says, that “compost will be 
remembered when Churchill is forgotten, just as Ajax has 
outlived the Armada.” The subtitle of his book is also worth 
quoting: “THE FURTHER METAMORPHOSIS a Discussion 
of the Problems of Sanitation raised by Sir John Harington, to- 
gether with Reflections upon Further Progress recorded since 
that Excellent Knight, By his Invention of the Metamorphosed 
AJAX Father of Conveniences revolutionised the System of San- 
itation in this country but raised at the same time fresh Pros- 
LEMS FoR Posterity which are discussed in all their implications, 
with numerous digressions upon all aspects of Cleanliness by 
the author REGINALD REYNOLDS NIHIL OBSTAT.” 

This is so useful, so witty and so erudite a book, so full of 
fascinating items of esoteric but practical information, that per- 
haps one should forbear too much comment on the anal-erotic 
(and also masochistic) motivation of the writer. It should perhaps 
merely be accepted with thanks—along with regret that Reynolds 
did not do a scientific job while he was about it and document 
his sources to chapter and verse, instead of making the graceful 
and incomplete passing mention usual in belles-lettres. For a 
belle-lettre of the water closet, this book is. Opinions differ as 
to the success achieved by Alfred de Musset when he set out to 
prove that the most revolting sex aberrations could be chronicled 
in beautiful language; but Reynolds has handled his own some- 
what overfragrant subject with literary elegance. Many an analyt- 
ically-oriented psychiatrist, as well as many another social scien- 
“Reynolds, Reginald: Cleanliness and Godliness. Doubleday. Garden City, N.Y. 1946. 
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tist, will find Reynolds useful and (Phew!) entertaining. He will 
be extensively relied upon in the following argument, for he col- 
lected, despite the handicaps of bomb-tortured England, most of 
the data that were also collected independently for this discussion 
—and a great deal more as well. 

There is some reason to think that just as we may owe civiliza- 
tion and human progress as a whole to repression and sublimation 
of the sex instinct, we owe a great deal of our present scientific 
and technological advance to repression and sublimation of anal 
erotism. This is making it much too simple, but it can be reduced 
to even simpler terms. A completely contented cow or amoeba or 
human or Paramecium would also be completely inert. To want, 
which is to be discontented, is an inescapable condition of living 
things. There is always hunger, or sex, or—to return to our 
anality—elimination, to stimulate activity. The needs that these 
conditions represent are never permanently stilled—until death. 
Man’s sex instinct, in particular, is incessant. It is also, to begin 
with, indiscriminate, polymorphous. It invests his other activities 
with compulsions and fulfillments. Its diversion, through uncon- 
scious channels, is responsible for much of his restlessness, his 
inventiveness and his progress—besides contributing indirectly 
to such undesirable elements of human character as combativeness 
and gluttony. When sex instinct—or pleasure—is diverted to anal 
activities, we call the result anal erotism. This is a normal stage 
of individual, and consequently social, development, resulting in 
much constructive human activity besides—upon occasion and for 
instance—such less desirable results as extreme acquisitiveness. 

Man and the cat (Reynolds* would add, somewhat debatably, 
one may think, the pig, bats and birds) share the habit of disposal 
of excrement so as not to foul their dwelling places. One may 
argue that the cat’s habit is instinctive and man’s learned; but 
mother cats do help to housebreak their kittens. And whether as 
a result of training or instinct, the grown cat displays qualities 
which in man are distinctive marks of an anal-erotic character. 
The cat, like anal-erotic man, is an obsessive-compulsive creature. 

Cat and man, one supposes, share their cleanly habit because 
of its original survival value. Man and cat, whose enemies could 
not track them to their lairs—or perhaps detect them in the forest 


‘*Reynolds, Reginald: Op. cit. 
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—by the smell of feces, survived to pass on their cleanly instinct, 
or cleanly habit, to their offspring. Why other creatures did not 
develop or adopt this valuable habit may be a matter best left 
to the natural history students. And why repression of anal 
erotism should lead to mere “obsession-compulsion” in the cat 
and to Rembrandt and the George Washington Bridge in man is 
still another question. Probably man’s hands and brain had some- 
thing to do with it—aside from the fact that the domestic variety 
of cat at least had no need to trouble himself about things man 
would kindly do for him. 

At least one may suppose that both cat and man were careful 
in disposal of excrement in days prehistoric. The suggestion is 
reinforced by the habits of so-called primitives today—many of 
whom hide feces carefully, perhaps rationalizing the process by 
feeling that they are safeguarding them from human enemies, 
witches or wizards, who could do them harm by using their excre- 
ment for magical purposes. Hostile human wizard, or hungry, 
hunting animal, is there any great difference? 

Whether man set the example for the cat, or the cat set the 
example for the man (which seems the more reasonable con- 
jecture), the habit of burying excrement persisted long in human 
history. When Abraham left Ur of the Chaldees, he left—as we 
now know—a great, civilized and sophisticated city, to take up the 
nomad life of his ancestors. Hundreds of years later, the sanitary 
rules for these nouwveaua-nomades were promulgated under the 
name of Moses. They are chronicled thus :* 

“Thou shalt have a place also without the camp, whither thou 
shalt go forth abroad. 

“And thou shalt have a paddle upon thy weapon; and it shall 
be, when thou wilt ease thyself abroad, thou shalt dig therewith 
and shalt turn back and cover that which cometh from thee: 

“For the Lord thy God walketh in the midst of thy camp, to 
deliver thee, and to give up thine enemies before thee; therefore 
shall thy camp be holy: that he see no unclean thing in thee, and 
turn away from thee.” 

This is still the ritual of the cat, who covers it up with her 
paw, but the rationale is what might be considered more exalted 
than self-preservation. The ritual of the cat was still observed by 


“Deut. 28. 12-14, 
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religious men over a millennium later, when members of the sect 
of the Essenes went abroad, each equipped with a little paddle 
for the digging of holes and their filling in upon all necessary 
oceasions.* Josephus adds that they also washed afterward (and 
so do cats). 

And there are numerous other accounts in history and fiction of 
what chroniclers generally seem to have found a fascinating pro- 
cedure. Reynolds says that many North American Indian tribes 
had a similar custom. 

For man of the cities of old, not man of the desert and the 
wilderness, one finds, here and there in archeological and historic 
record, casual mention of his provisions for sanitary convenience. 
Reynolds thinks, on the evidence of the excavator, Sir John Mar- 
shall, that there were at least some closets designed to be flushed 
with water in Mohenjo-Daro. They would date perhaps to 2500 
B.C.** Installations intended for the same purpose have been re- 
ported occasionally in palace or temple of Mesopotamia, Egypt 
and Asia Minor, though the presumption seems to be that the 
earth closet or ordinary privy was the usual means of disposal 
in those countries. 

Concerning the undoubted conveniences of ancient Crete, Sir 
Arthur Evans has this to say:*** 

“As an anticipation of scientific methods of sanitation, the 
system of which we have here the record has been attained by few 
nations even at the present day.” The system involved a seat over 
a basin (which probably was kept full of water), with a place for 
a vessel of water “used for flushing the basin.” The basin was 
apparently flushed into a great drain, which itself was flushed in 
turn by the “sometimes torrential” rainfalls which occur in Crete 
between September and April. The year of its building was around 
2000 B.C., in the period known as Middle Minoan II. 

The Minoan model was unimproved upon until Elizabethan 
days. Neither classic Greece nor imperial Rome appears to have 

“Josephus: Wars of the Jews. Book II, VIII, 2-14. Quoted in appendix to Davies, 


A. Powell: The Meaning of the Dead Sea Scrolls. New American Library. New 
York. 1956. 


**Childe, V. Gordon: New Light on the Most Ancient East. Grove Press. New 
York. 1957. 


***Evans, Sir Arthur: The Palace of Minos at Knossos. Vol. I, PP. 228-230. Mac- 
millan. London. 1921. 
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entirely displaced the traditional earth privy with water closets, 
although the Greeks in particular had some installations. And the 
famous sewers of Rome and of Rome’s provincial cities took 
reasonably good care, not only of water closet flushing where 
such luxury obtained, but of such waste as might be dumped 
from chamber pots and similar household conveniences. But good 
sanitation went, with the fall of Rome; or it went before the fall 
—and perhaps hastened it. Medieval Europe used the primitive 
earth privy, of which prehistoric examples have been found in 
caves and stone age villages. And whereas the Romans cleansed 
themselves with sponges fastened to a stick or with perfumed 
wool, and the medieval Moslems used stones first and then water— 
or sand if water was not available—our medieval European fore- 
bears seem to have used whatever was handy, scraps of cloth, for 
example. Or perhaps they emulated the lower-class Frenchman, 
member of what at least one American army knew as the “111 
Club,” marks of three filthy fingers crisscrossed on latrine walls. 
At any rate, the medieval European was extremely dirty in the 
matter of disposal of excrement. His castle was likely to be as 
offensive as his cottage, with an unspeakable privy built into a 
tower only a few feet from a state diningroom. These notes of 
sanitary engineering and customs of defecation from the time of 
the Greeks on are by courtesy of Reynolds, who must have ran- 
sacked a mountain of irrelevant literature for his data. 

The medieval picture is not entirely one of filth, of course. There 
were counts, kings and cardinals who relaxed on comfortable 
commodes, with small armies of servants to empty (and perhaps 
wash) them afterward. And there is early modern France of 
Louis XIV, who appears to have given audiences upon his com- 
mode, and during whose reign Duchess Charlotte Elizabeth of 
Orleans complained that at the magnificent palace of Fountain- 
bleau she had to wait for darkness to relieve herself in privacy 
in the open spaces. And so, on to Elizabeth and the water closet 
made by Sir John Harington, the marble seat installed for a 
water closet for Queen Anne, and the comparatively modern 
appliances the good Prince Consort Albert finally persuaded the 
reluctant Victoria to put in Windsor Castle— in a day when they 
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must already have been becoming well known among the com- 
monalty.* 

The water closet had become fairly common in American cities 
by 1830,** although 20 years before, it was considered hazardous 
to walk along a city street in range of the upper stories.*** A 
generation later, The Sanitarian of May 1877, was advertising 
Jennings’ “specialties,” patented water closets, with your choice 
of iron trap or all earthenware construction, and Jennings’ patent 
latrines, “especially adapted for schools, railways stations, etc.”+ 
This is a far cry from the time of Sargon of Akkad (cirea 2325 
B.C.tt) when six toilets, all discharging into “a main sewer, one 
meter high and 50 meters long,” must have been one of the marvels 
of the ancient city whose ruins are now the mound, Tell Asmer.ttt 
So passes the excrement of nearly 50 centuries! 

If this has seemed an undue exposition of the history of what 
one of our best editions of the Arabian Nights refers to euphe- 
mistically as the “unpleasantness” of the street and elsewhere,t 
it is because the actual historic circumstance of an activity of 
incalculable psychological import for our time ought to be 
sketched briefly. And except for the works of Harington and of 
Reynolds, only two books in more than 300 years, nobody seems 
ever to have attempted a serious chronicle of it. And again, what 
a pity Reynolds did not document his excellent work for scientific 
use and provide it with an index! The historian’s apparent fear of 
this subject and the psychoanalyst’s reluctance to study it ade- 
quately himself are matters that psychoanalysis should investi- 
gate. There does appear to have been at least one technical work 
on the subject. Sigerist, quotes Glenn Brown—Water-Closets. A 
Historical, Mechanical and Samtary Treatise—published in New 


*Reynolds, Reginald: Op. cit. 

**Langdon, William Chauncy: Everyday Things in American Life 1776-1876. 
Scribner’s. New York. 1941. 

***Trends in sanitation. Architectural Record, 86:5, 63, November 1939. 

tAdams, James Truslow (editor in chief): Album of American History. Vol. 
3 (1853-1893). P. 330. Scribner’s New York. 1946. 

ttChilde, V. Gordon. Op. cit. : 

tttSlawson, H. H.: New light on ancient technical mrteren: Sei. Am., 153:1, 10- 1, 
July 1935. 

tMardrus, J. C., and Mathers, E. Powys (translators and editors) : The Book 
of the Thousand Nights and One Night. Vol: ‘TV, p. 164. Printed for the Casanova 
Society. London. ' 
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York in 1884, as authority for inventors’ names and for dates 
of patents for several improved water closet models (which may 
never have been put into actual use) late in the eighteenth 
century.* 

The psychological import of anal erotism is such that we may 
well wonder if we do not owe the greater part of our modern 
technological advances to it. It is a subject readily and enthusi- 
astically misunderstood (by Reynolds among others, although he 
makes reasonably respectful, if completely puzzled, note of it). 
It is misunderstood, of course, partly because of the tremendous 
affect which seems to have been. responsible for its lack of scien- 
tific discussion in other than essays and case notes of the psy- 
choanalysts. And it is misunderstood, because like other affective 
topics, and much more so than most, it is explosive with ambiv- 
alence. 

The infant in our society is ambivalent, or soon learns to be 
ambivalent, toward feces. They are, on the one hand, something 
he has produced, something in which he has instinctive pride, 
something warm and comforting, something soft and readily 
shaped—something wonderful to play with. On the other, he soon 
learns, they are something for which he is severely punished; 
he must learn to retain on demand, give up on demand. Defeca- 
tion is almost his first regulated activity, the product of defeca- 
tion the first thing he learns to, or tries to, manipulate. 

To leave diapers and advance to training pants, manipulative 
activity soon begins to concern, besides defecation, mud pies and 
modeling clay, crayons and watercolors, building blocks and con- 
struction sets, hammers and shovels and sand boxes. 

What are conceived to be the contributions of anal erotism to 
modern life are vastly misunderstood by folks in general and 
even by some mental specialists. Reynolds quotes a psychoanalytic 
writer on the subject with considerable scorn, noting that he lists 
“reactions against anal-erotism” as found “in the desire to keep 
back, in affection for symbolic objects, in the desire for order- 
liness, in generosity and extravagance, in the impulse to stain or 
contaminate, and in industrial and artistic creations”—which 
Reynolds sums up as “mutually incompatible tendencies . . . found 
“Sigerist, Henry E.: Op. cit. P. 241. 
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among all peoples in all parts of the world.”* But so is some 
variety of toilet training—with mutually contradictory results 
—found among all peoples in all parts of the world. To return 
to oversimplification, extremely varied results, psychologically as 
well as socially, follow toilet training. Suppose one invests the 
whole process with an overload of affect. Suppose then that a 
child is trained successfully but with great severity; convention- 
ally, one might expect anxiety and great meticulousness in toilet 
habits to characterize his adult behavior. The psychological 
equivalents might be painfully exact intellectual processes and 
various types of obsessions and compulsions. Another conven- 
tional supposition is that psychogenic (or psychosomatic) diar- 
rhea is a result of rebellion against toilet training; a character- 
ological equivalent is exaggerated generosity or perhaps spend- 
thrift behavior. The reverse, still anal-erotic in origin might be 
constipation and miserliness. Or anxiety over toilet-training might 
be precedent to adult colitis, or to tension over decisions in 
grown-up affairs. 

This is neither a diagram of character-formation nor an ex- 
position of personality structure in one easy paragraph. A trait 
of anal-erotic origin in one case may be of different genesis in 
another. It may be a magic gesture. It may be essentially oral- 
erotic, not anal-erotic; in fact, it is a reasonable supposition that 
oral factors underlie the anal everywhere, as the infant is conscious 
of oral needs and satisfactions, hunger, thirst and repletion, be- 
fore he is aware of anal processes—or at least long before anality 
is invested with the tremendous affect that comes with toilet train- 
ing. (There is also much earlier affect, of course, derived from 
the pleasure—and unpleasure—of the physiological activity it- 
self, and from being changed and cleaned.) The criterion of 
anality in adult life is not the character of its manifestation— 
which is so puzzling by being so various—but the matter of 
origin. And it has been well established, through much clinical 
investigation and through much observation of normal folk as 
well as abnormal, that an enormous part of the foundations of 
modern society is based on anality. 

There has been long observation of such progressions as that 
from feces to mud pies to sculpture—or to chemistry or engineer- 


*Reynolds, Reginald: Op. cit. 
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ing. There is probably at least a trace of an anal component in 
every modern social or technical activity—even music, where the 
wind instrument, besides equalling the voice, also equals flatus ; and 
even gastronomy, with powerfully smelling cheeses, game ripened 
to rottenness and certain not-too-exotic creatures (raw oysters 
and clams, to name only two) habitually consumed, intestinal 
system and organs of elimination and all. It is suggested to 
doubters of this gastronomic connection that they merely watch 
almost any child happily making edible mud by stirring choc- 
olate sauce into vanilla ice cream. And while this may bring howls 
from the physiological psychologists, there is ground for at least 
a little speculation as to whether chocolate does not owe some of 
its popularity to its color—as well as to a flavor that has to be 
heavily doctored with sugar and vanilla even to be edible, let alone 
appetizing. 

Perhaps it should be mentioned that there is an ancient tradi- 
tion of practical jokes and similar humor, linking the kitchen to 
anality. There is an Arabian Nights version of the Cinderella 
theme in which a disguised princess tricks her sister-in-law rivals 
into serving to an ailing king confections flavored with rat and 
mouse dung and hen and pigeon droppings.* And there is a pres- 
ently-current but doubtless ancient recipe for cooking a carp. To 
bowdlerize it, the way to cook a carp is to cover it completely 
with good soft mud, then bake it until the mud is brick-like. At 
this point, the carp is done; one breaks up the mud with a hatchet, 
throws away the carp—and eats the mud. 

This link of the oral with the anal extends back through the 
whole of human tradition, likely through the whole of prehistory, 
and possibly into man’s pre-human period. At least there are 
animals, of whom the wolverine is a conspicious example, who 
foul their food to prevent scavanging by other creatures.** The 
wolverine has special anal glands, producing a nasty secretion, 
for the purpose. It is appropriate here to note that this journal 
has paid its respects before to the excessive oral (and perverted) 
component of our society.*** To recognize the extent and impor- 


*“Mardrus, J. C., and Mathers, E. Powys: The Prince and the Tortoise. Op. cit., 
Vol. VII, pp. 296-307. 

**Montgomery, Rutherford G.: Carcajou. Caxton Printers. Caldwell, Id, 1936, 

***Editorial: ‘‘. . . It Broke the Baby’s Teeth.’’ PsyontaT. Quart., 30:1, 131-146, 
January 1956. 
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tance of the anal, is not in any way to minimize the oral. It is 
rather to apply anal gilt to the oral lily. The trends coexist—and 
distort each other. Much anality is a thin plating on the surface 
of orality. Gluttony, for instance, is orality; but the sublimated 
gluttony of acquisitiveness is also anality. Gold is an anal symbol 
and an anal sublimation. There never was a story with more anal 
symbolism than that of King Midas* whose wish Bacchus granted 
that everything he touched should turn to gold. Significantly, his 
project was wrecked by his orality; he could neither eat nor drink 
gold, and had to pray to Bacchus to take his fatal gift from him. 
There is a historical meeting of oral and anal symbolism in the 
legend surrounding the death of the triumvir, Marcus Licinius 
Crassus, captured and killed by the Parthians in 53 B.C. A prob- 
ably doubtful story (Plutarch does not mention it.**) has it that 
the Parthians, knowing the enormously wealthy Crassus for the 
grasping miser that he was, filled his dead mouth with gold. 

Gold is feces! Which is not the same as saying that gold is a 
dirty word. But gold is collected from deposits in lumps, scraped 
from river bottoms, blasted and flushed from the bowels of the 
earth. And consider its color. It is feces in psychological fact 
and in symbolism. The miser and the coin collector (and the gov- 
ernment?) cling to gold with the motivation of the baby who is 
proud of, and pleased with, his feces. Miserliness is sublimation, 
if most unpleasant sublimation, of constipation. Fort Knox, then 
is a vast sublimated privy! 


Consider another aspect of gold symbolism. The gold-digger 
represents the digger of feces-gold, in the sense in which it ts 
a dirty word. For “gold-digger” is a term of contempt for the 
anally-oriented young woman whose closest human relationships 
are motivated by gold. Significantly, she is usually ornamented 
plentifully with gold, a piece of exhibitionism that, besides its 
sexual significance, is also anal—signifying her overvaluation and 
her possessiveness of gold. Whether gold as jewelry always has 
an anal connotation is another question; that its manufacture 
has one is not to be doubted, 

*Bulfinch, Thomas: Age of Fable. (Revised by William H. Klapp.) Tudor Publish- 
ing Co. New York. 1935. 


**Plutarch: Crassus. In: Plutarch’s Lives. Translated by John Dryden, revised 
by Arthur Hugh Clough. Pp. 650-673. Modern Library. New York. 
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The anal character, of course, has gone from gold to substitutes 
for gold and equivalents of gold; silver and platinum as sub- 
stitutes; coins of silver and base metal, paper money, promis- 
sory notes and all other forms of commercial paper as equiva- 
lents. Our modern banking structure, without which our form of 
social organization could not survive, is based on transactions in 
gold equivalents—or, in psychodynamic terms, on the anal-erotic 
personality organization. Without highly developed. and sub- 
limated anal erotism, neither the great political nor the great 
industrial achievements of modern time would have been possible. 
Manufacturing, of course, is an anal occupation, the turning of 
infantile play with feces into adult manipulation of every con- 
ceivable substance from steel to crepe paper. American inventive- 
ness is also, of course, more adult play of similar derivation. 
These observations are not to be construed as derogatory; the 
results of this adult anal activity are both socially approved and 
socially valuable. It would be as senseless to derogate them as 
to depreciate fine garden produce because it was grown in richly- 
manured soil. If man could not live at all without his anus, he 
probably could not have created society, civilization and science 
without anal erotism. 

The field of anal acquisitiveness is, of course, much wider than 
gold and its equivalents. Collecting in general is commonly con- 
sidered to be primarily an anal activity—with secondary gains 
in both voyeurism and exhibitionism. Besides coin collecting, 
there is a great range of collecting used articles—antiques for 
one thing, and, in the field of stamps, covers and cancelled stamps. 
There are avid buyers of used books and of erotica—to both of 
which the term “dirty books,” with its anal implications, could 
apply. There are collectors of seashells, dinosaur tracks and china- 
ware. Concerning the latter, commodes and chamber pots are to 
be found in many a second-hand shop; and it would be interest- 
ing to know who, if anybody, collects them. 

And it would be interesting to do more analytic work on the 
anal motivation of the fellow (or his wife) who never throws any- 
thing away—there’s one in almost every household. And his op- 
posite number is found in many—the fellow who now and then 
has to make.a clean sweep—or at least. throw something. away. 
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It would also be interesting to know whether either or both is 
a character beneficial to, or harmful to, society. 

Anality and orality also meet elsewhere than in cookery. Con- 
sider the offense of which your best friends won’t tell you! Foul 
breath makes the mouth into an anus. And because this is not 
acceptable socially, there is a fabulously prosperous mouthwash 
industry. Instinct or socially-acquired habit, modern civilized man 
does not tolerate people who stink. And of course he does not 
extend social tolerance to flatus, anal or oral. There may be ex- 
ceptional circumstances; one of the first successful lobotomy 
cases reported by Freeman and Watts concerned a lady who 
was relieved of her psychotic depression but thereafter enter- 
tained callers by releasing blasts of flatus and laughing happily. 
It is many a day since such conduct was generally acceptable, 
though Mark Twain, as will be seen, believed it to have been 
commonplace in the time of Elizabeth I. And there is medieval, 
Moslem reference to it in the most matter-of-fact fashion. In 
“The Splendid Tale of Prince Diamond,” the prince was aided on 
a desperate quest by a giant called the “Flying Simurg.” The 
Simurg took the prince on his shoulders, inflated- himself with 
deep breaths, and shot through the air on blasts of flatus, prob- 
ably the world’s first instance of air travel by jet propulsion.* 
This may lead to justifiable speculation as to whether today’s 
rocket and jet-propulsion industries should not be added to bank- 
ing, chemistry, and all the rest, as primarily anal activities. 

On the subject of flatus, one should not omit mention of anal 
expletives (and sometimes urethral) in combination with pro- 
fanity or in place of profanity. This is surely displacement of 
anal flatus from below to above and to some persons, seems worse 
than blasphemy—a reaction such sternly repressed anal erotics 
would doubtless rationalize on the grounds that anal expressions 
are nauseating. But a good strong anality is almost as common 
in low conversation as the traditional good round damn. And 
euphemisms for forbidden expressions of scatology are exceed- 
ingly common; some of them pass current in ordinary speech, 
and some are socially acceptable in circles ignorant of, or thought- 
less of, their derivation. One can cite, “Pshaw!” and “Oh sugar!” 

Children’s “swear words” might also repay a little psychological 

*Mardrus, J. C., and Mathers, E. Powys: Op. cit. Vol. VIII. Pp. 1-55. 
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study. They oceasionally show wonderful inventiveness. Here is 
a string of children’s expletives of some 50 years ago, designed 
to express rage and frustration, without the ban of puritanical 
elders: “Beany balloon-juice! Crackety whack! Slam bang! Fudge 
on a broomstick!” This escaped the censorship of an exceedingly 
strict grandmother, who was certainly unconscious of what it 
expressed, though the complete conscious innocence of the children 
in the case of “Beany balloon-juice!” may be questioned. But 
they had borrowed “Fudge on a broomstick” from the old martinet 
herself, with neither side aware of what should have been a most 
apparent meaning. Like the oral, the anal will find tortuous chan- 
nels for indirect and hidden expression, no matter how severely 
anality is repressed. 

Consider the raspberry—and other anal sounds produced orally 
or instrumentally. The verb “to rasp” once meant “to belch”; 
but the oral raspberry, razoo or razz resembles the belch less 
than it resembles its anal equivalent. The various instruments 
—slit rubber tubing, balloons, low-pitched whistles, tin and card- 


board horns—that are designed to improve on the oral raspberry 
are still more anal in sound. It is not too far-fetched to imagine 
in some New Year’s celebrations another point of meeting of the 
anal and the oral, with oral toasts drunk to the new year, and 
anal noises made in derision of the old, or in sardonie greeting 
to the new. 


The anal components of purely musical sound have been men- 
tioned. One may note, in the tale of the Pied Piper of Hamelin, 
Browning’s description of the sounds, predominantly anal, that 
he played to attract the rats.* The bagpipe, the accordion and 
the pipe organ are only a few of the instruments with the capa- 
city for anal outbursts. There is a “humorous” solo for that un- 
soloish instrument, the contrabass. The humor consists of a melody 
rendered in sounds that are not usually socially acceptable. The 
examples could be multiplied. For one from the best classical 
tradition, there is the contention of many competent musical 
critics that the trombones in Beethoven’s Ninth Symphony make 
“obscene noises.” The conventional explanation is that Beethoven 


*Browning, Robert: The Complete Poetical Works of Browning. Cambridge Edition. 
P. 268. Houghton Mifflin. Boston. 1895. 
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was deaf when he wrote the Ninth. Or there could be an additional, 
or another, explanation. 

In ordinary social intercourse, there are many unrecognized 
traces of anality. Most gestures of contempt seem to be anal; 
and, in politer circles, socially acceptable criticisms of character 
and behavior include the unrecognized anal; the politician who 
is full of hot air is an instance. Modern standards of neatness 
and order are largely based on toilet training, as anybody can 
discover for himself if he will make the necessary painful search 
for obscure references and material in history, general literature 
and archeology. Dirty fingernails are socially unacceptable; in 
remote times, it was probably an offense to the deity to appear 
before him with ordure under the nails. The odors of excrement 
and decaying dead things, and similar stenches are unacceptable. 
We combat them with soap and water, and—as was noted in dis- 
cussing bad breath—with deodorants and countersmells. In ancient 
days, there were scrubbings and libations; and incense raised its 
countersmell above the high altars. In Sir John Harington’s 
day, men and women drenched themselves in strong perfumes 
for the same purpose; and the idea is by no means remote from 
the users of today’s more delicate scents and toilet waters. 

The soap, scouring powder, deodorant and cosmetics industries 
have roots and reasons besides the anal; but their fundaments 
are placed solidly in the age-old practice of toilet training. So 
are those of our laundry and dry-cleaning industries, and of the 
great public utilities that serve the health and comfort of modern 
man and make his great cities endurable if not pleasant dwelling 
places. 

The scientific spirit is often conceived of as a sublimation of 
voyeurism; but voyeurism can be anal as well as genital—and 
often is, And even where what is sublimated is not primarily 
anal voyeurism, there must be some sublimation of anality to 
provide the order, meticulousness and exactitude of scientific 
processes. 

The whole concept is not very different from the familiar one 
that the child is father of the man. Anal erotism merely explains 
some of the how and why of fatherhood. It does not explain all, 
or even nearly all. The “universal genius,” Leonardo da Vinci, 
was pre-eminent in drawing, painting, sculpture, architecture 
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and engineering, all pursuits with anal foundations. He was also 
a musician and a philosopher, in both of which activities anality 
could play a part. Yet what is known of Leonardo’s character 
does not give an anal-erotic picture. Leonardo was a pronouncedly 
oral-erotic, orally-fixated character; his history and his motiva- 
tions carried out the oral theme—yet his achievements were in 
fields generally regarded as anal-erotic. The orally-fixated child 
who was the father of the genius Leonardo must have undergone 
powerfully affective anal-erotic experiences. 

A ‘survey of what we owe to anal erotism would comprise— 
at least in some part—most of the accomplishments of the modern 
age. The magic attached to feces played a prominent part in 
the ancestry of modern medication—though medieval rationale 
was discarded long ago, and by most people has been long for- 
gotten, like the noisome remedies to which it gave birth. The 
fecal stench played a great role in the alchemy which begot modern 
chemistry. (The greater the stench, the more potent the process!) 
And in modern chemical achievement this, too, has been long for- 
gotten. . 

So mining and metallurgy had their foundation in activities 
we now consider anal-erotic. And so did hundreds of others of 
our manifold modern industrial activities. 

In the vast majority of cases, the fecal origins are hidden so 
completely—are sublimated so successfully—that the fact is not 
only generally unknown; a statement of it arouses incredulity. 
The connection is plain enough in the water-closet (or toilet- 
seat) industry, in plumbing in general, and in the vast fabric 
of sanitary engineering that is hidden in the’foundations of our 
cities, If the metallurgist is unconscious of the anal building 
blocks of his scientific structure, the plumber and the sanitary 
engineer are fully aware of theirs. The designer and operator 
of sewage disposal plants is aware of his occupation; he does 
not mistake a settling tank for a perfume vat; and, if he is turn- 
ing sludge into fertilizer, he does not imagine that he is creating 
nitrates from simon-pure chemicals and filtered atmospheric nitro- 
gen. Perhaps. at least a few of the people in these trades not 
only know what their occupations are all about, but derive con- 
scious (or almost conscious) pleasure from defying the infantile 
taboos and playing, as adults, with forbidden feces. 
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For most of us, the repression remains—though the repressed 
may break through now and then. It may be a good round oath 
of fecal, not blasphemous, variety (and, as already noted, some 
people think this much worse) ; or a barnyard or backhouse prac- 
tical joke; or—and there is a long list of notable writers who 
have contributed—it may be a piece of scatological literature. 
It is perhaps unfair to cite again the literature of the Moslems, 
whose code in such matters is much more free-spoken than ours, 
but the Arabian Nights affords numerous striking examples. 
There is, for instance, a tale of a courtier, trying to divert the 
famous Haroun Al-Rachid from one of his fits of pathological 
depression, who poked some rather raucous fun at a chance-met 
country fellow. The countryman replied with a few choice words 
and a blast of flatus; and the story is entitled in all simplicity, 
“Al-Rachid and the Fart.”* (As a matter of considerable psy- 
chiatric interest, Al-Rachid had an immediate, if temporary, re- 
mission. of symptoms.) 

But this is a story of medieval Moslem times, where there is 
a respectable literature involving latrines, their habitués and 
their inhabitants. For the latrines were inhabited—or were the 
doorways to regions that were. Eblis and his crew of evil spirits 
lived in an underworld to which the closet seat was the door. As a 
punishment ordained by Allah, they used this smelly corridor 
to and from the upper world. They might appear to human view 
in a latrine or disappear from view in one. There is more than 
one instance of human beings taken to and fro with them. And 
there is one story where a genie seized a human he wanted to 
frighten and stuffed him headfirst into a latrine seat, leaving 
him there until the following sunrise. 

All this is matter-of-fact literary treatment by a people who 
considered—and_ still consider—westerners to be dirty. The 
Moslems alleged the Crusaders drank urine (the Moslems were 
unacquainted with beer); and they believed the armies of their 
more civilized enemies, the Christians of the Byzantine Empire, 
fumigated themselves with incense prepared from the feces of 
the Patriarch, who headed Christianity in the East as the Pope 
did in the West, And the Moslem today sneers at western use of 
toilet paper. How, he asks, can one clean himself without water 

*Mardrus, J: C., and Mathérs, E. Powys: Op. cit. Vol. IV, pp. 117-118. 
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(or, of course, sand in the desert)? An ordinary Turkish expres- 
sion for a Christian is gétu boklu, of which the nearest thing to 
a literal translation is unprintable—four-letter words to the effect 
that, “His butt is filth-covered.” 


Perhaps the literature of these plain-spoken and unsqueamish 
folk is a poor example of breaking through repressions. Let us 
go to Europe. It is related in the fifth tale of the second day 
of The Decameron of Giovanni Boccaccio* that a young man from 
Perugia went on business to Naples, where, as the result of a 
swindler’s trick, he walked unsuspectingly through a door and 
fell into a privy between two houses. And in the ninth tale of 
the eighth day, it is related that those estimable practical jokers, 
Bruno and Buffalmacco first frightened a too pretentious brag- 
gart of a medical man half to death and then threw him into 
a ditch that had been used as a latrine by farm laborers. 

But despite his almost modern viewpoint, Boccaccio did live 
in other times with other manners—literary and otherwise. Pos- 
sibly this precursor of the Renaissance is not a fair example 
of the breaking through of the repressed. Similarly, one should 
probably acquit Boccaccio’s English contemporary, Chaucer, of 
bursting through repressions. Chaucer’s miller is probably relat- 
ing a socially acceptable tale when he recounts how a young woman 
tricks a hapless lover into kissing her “arse,” with her more 
favored swain letting fly a “fart” into his face in an attempt 
to improve on the trick—and being painfully punished therefor.** 

Turn the calendar a couple of centuries, this, time not to fiction 
but to the personal testimony of that swashbuckling goldsmith, 
sculptor and unprincipled man of genius, Benvenuto Cellini, 
often thought of as the incarnate spirit of the Renaissance. Cellini 
not only makes casual mention of matters anal; he tells a story 
presenting an interesting contrast between the latrine-haunting 
evil genie of Arab literature and the European demon. Aspiring 
to a reunion with a beloved lady of worse than ill repute, Cellini 
repaired one night to the ruins of the Roman Coliseum, with 

*Boccaccio, Giovanni: The Decameron. Translated by Richard Aldington. Garden 
City Publishing Company. New York. 1930. 

**Chaucer, Geoffrey: Canterbury Tales. Rendered into modern English by J. U. 
Nicolson. The Miller’s Tale. Pp, 88-106, Coviti Friede. New York. 1984. 
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a magician and three other companions.* The magician drew a 
magic circle, built a fire for incense and perfumes, performed 
rituals and incantations and filled the whole Coliseum with as- 
sorted devils who appeared in the midst of flames. Considering 
what we now know of hypnosis and related phenomena,** there 
is no need to impugn Cellini’s veracity when he reports that 
those within the magic circle, including himself and the magician, 
were so overcome with terror that the magician called loudly 
for asafetida to be thrown on the coals to drive the demons away 
by the stench. At this point Cellini relates that a terrified com- 
panion let forth such a blast of anal artillery “that it was far 
more effectual than the assafetida,” and that the devils, routed 
by “that great stench and noise” were “taking to flight tempes- 
tuously.” Let the Arabian genii haunt the privy as they will, 
Cellini’s European fiends would have none of it—although, con- 
cerning evil odors, the brimstone perfume of Old Scratch is no- 
torious; there is more than one folktale where odor is the evidence 
of the Devil’s presence, and it does not always appear to have 
been the odor of brimstone either. 


Cellini’s account shows no evidence, of modern repression; his 
language is both freer and more specific than a reasonably un- 
inhibited translator has dared to translate. Before taking leave 
of him to consider the usages of our own English tongue in his 
day, it seems only fair to remark that his courage and endurance 
were rewarded; he was indeed reunited with his far from angelic 
Angelica. 

Let us place Cellini in his historic and social setting. In Ren- 
aissance Italy, Raphael and Leonardo da Vinci were still living 
when Cellini was born; Galileo was a small boy when Cellini 
died. In the England of Cellini’s early years, Henry VIII was 
king; when Cellini died, Shakespeare was a boy, and Elizabeth 
was queen. (In Geneva, Calvin was a contemporary of Cellini.) 

By Elizabeth’s time (still in Cellini’s day), Puritanism was 
beginning to exercise some little restraint over the scatological 
in English literature, though probably not over English speech 


*Cellini, Benvenuto; Autobiography. Translated by John Addington Symonds. Pp. 
119-121. Doubleday. New York. 1948. 

**One may also wonder if there could have been ‘‘hallucinogenic’’ —* 
perhaps from burning hemp—in the smoke of the magician’s fire. 
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or English manners. Such scatological incidents as one may note 
in literature are not nearly so broad as Boccaccio nor so frank as 
Cellini; but they still appear, frequently as comic relief, in the 
plays of Shakespeare and other dramatists of the day. And when 
an Elizabethan chose to be bawdy, he, likely as not, exercised his 
humor on the eliminative processes. Sir John Harington’s Meta- 
morphosis of Ajax, be it noted, was intended to be amusing as 
well as preceptive; and it should be recalled again that it did 
not offend Elizabeth, who—to the contrary—was offended when 
Sir John translated Italian verse with too free sexuality. 

The language of the Metamorphosis was, therefore, not chemi- 
cally pure, even by the standards of twentieth century best-selling 
fiction, but its crudities were at least slightly apologetic. Haring- 
ton introduces his subject by inventing a cousin who implores 
him by letter to explain the arrangement and construction of “a 
thing that I cannot name wel without sane-reuerence [one can 
assume safely that “save-reverence” here means apology] .. . it 
is in playne English a shyting place.”* In Elizabeth’s father’s 
time, the reign of Good King Hal, the artless Anglo-Saxon word 
still had a certain matter-of-fact respectability. The Standard 
Dictionary of Folklore notes—without any save-reverences: 
“Turner’s Herbal (1532) says that ‘the thrush shiteth out the 
miscel berries.’”** One may imagine Sir John’s comparative 
restraint as a gesture toward changing literary fashion, rather 
than as the delicacy which avoids nauseating the reader. For he 
notes that he has found in his own humble cottage and “in the 
goodliest & statliest palaces of this realm . . . this same whorsom 
sawcie stinke,” and that the drains and privies of the greatest 
houses of all have “such a quintessence of a stinke, that if Para- 
celsus were aliue, his art could not deuise to extract a 
stronger.”*** It is plain enough that he wrote under anal erotic 
compulsion—even though his words were intended for the reading 
of a queen. 

The progress of modern repression and the displacement of 

*Sigerist, Henry E.: Op. cit. P. 231. (Quoting the 1927 Metamorphosis. reprint.) 

**Article on mistletoe: Funk & Wagnall’s Standard Dictionary of Folklore, 


Mythology and Legend. Two Vols. Maria Leach, editor. Vol. 2, p. 732. Funk & 
Wagnall’s. New York. 1950. 


***Sigerist, Henry E.: Op. cit. Pp. 233-234. (Quoting the 1927 Metamorphosis 
reprint.) 
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traditional vocabulary are not altogether easy to trace. Robert 
Burton, clergyman, mathematician, student of medicine, astrology 
and classic literature, was a young man when the great Elizabeth 
died; and the first edition of his medico-literary classic, The 
Anatomy of Melancholy, appeared less than 20 years later. He 
was not over-afflicted with delicacy, as modern standards go: 
“Our poets steal from Homer; he spews, saith Aelian, they lick 
it up.”* And he is forthright in such descriptions as that of the 
deranged Siennois, who “resolved with himself not to piss for 
fear he should drown all the town.”** Burton’s word for the 
privy appears to have still been the traditional “jakes,” a matter 
one can leave for verification to searchers through, or ramblers 
in, his nearly 1,000 pages. But page after page, Burton evidences 
the observance of what we consider the conventions—his discus- 
sion of sex abnormality aside, there is little in his work to make 
a twentieth-century reader blush. 

Probably it was the Puritan Revolution, short-lived as the 
Commonwealth was, that completed the job of repression, throw- 
ing English literature into fetters and straight-jacket, and damn- 
ing, as obscene, words and subjects that had been considered 
mentionable if unpleasant since the time the language first took 
form. Jonathan Swift rebelled furiously. He gives, in Gulliver's 
Travels, a never yet excelled picture of the anal nastiness, as well 
as of the self-destructive follies of the human race. A century 
and a half later, Walt Whitman rebelled in a different fashion. 
Defecation, Walt contended, was a legitimate and very pleasur- 
able human activity, and he wrote verses in description and 
praise of it. (One wonders sometimes if some of the critics who 
praised Whitman so immoderately and so loudly had ever really 
read him.) 

One might touch up the general picture here or there. Tradition 
attributes to some of Burns’ unpublished works a broad Chaucer- 
ian vocabulary; and forbidden four-letter words—as honestly 
Scottish Dorie as they are Anglo-Saxon—break through repres- 
sion and into print now and then. “Holy Willie’s” co-religionists 
“p——d wi’ dread” in fear of divine wrath; and Death himself, 

“Burton, Robert: The Anatomy of Melancholy. Floyd Dell and Paul Jordan-Smith, 
editors, P, 20. Farrar and Rinehart, New York. 1927. 

**Burton, Robert: Op. cit. P. 340. 

















EDITORIAL COMMENT 153 


confronting the boasting charlatan, “Dr. Hornbook,” makes mock 
confession that his scythe and dart are “baith no worth a f—t’”* 
It is to be noted that the poet or his publishers make the offense 
greater by using dashes; and some publishers go still further and 
delete the most flagrant of Burn’s naughty words altogether.** 
It remained for Mark Twain to voice rebellion without blush- 
ing and without sentimentality.*** Whitman had not been the 
only sentimentalist. James Whitcomb Riley, for instance, is 
credited with authorship of a nauseous and nostalgic little lyric, 
in which he expresses regret that he cannot return to his childhood 
and sit once more on the privy “children’s hole.” Not so Mark 
Twain! Twain appeared to believe that anal activities were essen- 
tially like most other human activities. They were natural, neces- 
sary and not necessarily repulsive. His small masterpiece, 1601, 
was written, he explained some years afterward, “to reveal to Rev. 
Joe Twichell the picturesqueness of parlor conversation in Eliza- 
beth’s time; if there is a decent word findable in it, it is because 
I overlooked it.” His discourse was the report of an aged courtier 
on a social gathering in the “closet” of the queen, at which the 
principal subject of conversation was the fixing of the respon- 
sibility for a loud and devastatingly fragrant blast of flatus. It 
might be remarked that Twain succeeded in his purpose of demon- 
strating the picturesqueness of Elizabethan English, as well as 
in demonstrating that humor—not the coarse practical variety 
of Boccaccio either—could be largely independent of subject. 
Anality, like genital sex, could present its amusing situations. 


A generation later, another American writer demonstrated 
again that anality could be funny. Chic Sale’s The Specialistt was 
the “literary” and conversational sensation of that boom-and-bust 
year, 1929. The Specialist was far less pungent than 1601, but 
it was just as anal; and, as a legally, if not socially, acceptable 

*Burns, Robert: Poetical Works. ‘‘Holy Willie’s Prayer.’’ ‘‘Death and Doctor 
Hornbook.’’ Collins’ Clear-Type Press. London and Glasgow. 


**Burns, Robert: Complete Works. Two Vols, Phillips, Sampson, and Company. 
Boston, 1855. 

***Clemens, Samuel (Mark Twain): ‘‘1601’’ or Conversation at the Social Fire- 
side as It was in the Time of the Tudors. Numerous privatély printed and privately 
circulated editions. 

tSale, Charles Partlow (Chic): The Specialist. Specialist Publishing Company. 
St. Louis. 1929, 
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little volume, it achieved best-seller status, selling hundreds of 
thousands of ‘copies the year it appeared, against mere tens of 
thousands of surreptitious sales, through the decades, of Mark 
Twain’s scatological achievement. And Sale followed it up to 
cheer a dispirited nation in 1930, that most doleful peace-time 
year of the twentieth century, with an equally anal and huge- 
selling sequel I’ll Tell You Why,* in which the author’s world- 
famous master builder of privies tells the secret of his success 
to the “Young Men’s Business Breakfast Club”—with down-to- 
earth illustrations. 


The literary problem, of course, is by no means peculiar to 
English. The ferquently anal humor of Francois Rabelais in the 
early days of modern French is proverbial, and “Rabelaisian” 
has become a much misused adjective. In more recent and “re- 
spectable” days, Honoré de Balzac made much of anality in his 
famous and greatly over-rated Contes Drolatiques. Balzac, like 
many another, confused writing on a proscribed subject with 
humor itself, apparently believing that any mention of the for- 
bidden topic was amusing. But it was left for the deranged Alfred 
Jarry to burst out over prudish pretensions like an anal volcano. 
When his play, Ubu Roi (translated as King Turd**) was pro- 
duced, there were actual riots in Paris. Ubw Roi is in part a 
political satire—or is generally accepted as such, the fact being 
that it is somewhat difficult to tell what it really is about—but 
the real offense appears to be that its characters are all turds, 
with the implication that humans as a whole are turds. (“Turd,” 
says Webster, is now regarded as a “low” word, and means a » 
“piece of dung.”) This was not only too much for the French, 
but also for the United States Post Office Department, which 
defended the dignity of the human race when the Legmans trans- 
lated Ubu Roi more than half a century later by promptly barring 
the translation and its. publishers from use of the mails. 


Western man, within a powerful affect of revulsion, derived 
from being painfully housebroken through the ages, does not 
accept anal activity as a matter-of-fact, ordinary—and usually 

“Sale, Charles Partlow (Chic): Ill Tell You ‘Why. Specialist Publishing Company. 
St. Louis. 1930, 


**Jarry, Alfred: King Turd. (Translated by Beverley Keith and G. pei 
Boar’s Head Books. New York. 1953. 
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daily—feature of human life..One may wonder if we would not 
do well to find some way to retain the custom of housebreaking 
humans without the persistence of irrational affect.* If it were 
possible to divoree the affective, erotic or emotional component 
from the anal, it should still be possible to retain standards of 
good taste; and it might be possible, by less inhibited discussion, 
even to improve our personal hygiene. 

But if we had had a more nearly matter-of-fact attitude all 
along, would the unrepressed western world have made all the 
progress it has made? It is a matter of quite possibly irrelevant 
fact that the peoples who have combined severe toilet training 
with rigid inhibitions about the subject are those who have been 
the industrial, technological and scientific leaders of the modern 
world. Whether this is. surely significant, people who live in our 
day—not in a science fietion future—have no certain way of de- 
termining, since they cannot set up a control planet, teach its 
inhabitants different morals and manners, and compare the re- 
sults, We can only conclude that the faet that inhibition, repres- 
sion and sublimation accompany progress, is likely to mean some- 
thing. 

If so, we owe something to the unconscious, forces which have 
tended to repress anal erotism from time immemorial. For it is 
a matter of ordinary observation that we do not owe our progress 
to the folk who are unrepressed—whose actions are crude and 


*One should not minimize the difficulties here; and it should not be supposed that 
this suggestion has been made in willful blindness toward them. We are dealing 
here, among other things, with anal sadism, which, since Cain slew Abel, has carried 
implications of primal murderous sin, against which we recoil almost instinctively. 
Furthermore, the relationship between sex and anality is closely anatomical. It is 
virtuous to be clean, evil to be dirty; anal dirtiness contributes to making sex 
dirty and evil; and sexual power adds tremendous affect to contiguous and dirty 
anality. And it is always difficult to win an argument with anatomy. 

Considering that affect, and irrational affect in particular, has been so strongly 
emphasized in this discussion, it should also be stressed that there are reality factors, 
too, behind revulsion for feces. We employ modern medical knowledge to make certain 
that our own disposal methods safeguard public health as well as contribute to 
public comfort. Among far less sophisticated folk, health may also be one of the 
objectives of disposal rituals. Study suggests that some primitive peoples suspect 
—at the least—the relationship between contamination by feces and the spread of 


dysentery, for instance. For such people—as for ourselves—the feeling that feces are 
bad is not all affect. 
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whose speech is scatological. By and large, our political, scien- 
tific and industrial leaders have repressed their anal tendencies— 
their speech and conduct as far as anality is concerned have or- 
dinarily been socially acceptable. It seems possible that there is 
not only a connection between anal repression and progress, but 
that we owe something also to the people who have endeavored 
from time to time to reinforce repression. 

It would be a historical oddity if we could connect with cer- 
tainty our modern development of plastics with Puritanism, and 
so trace the whole back to that man of wrath, Oliver Cromwell. 
There have been suggestions that this is the plastic, as well as 
the atomic, age; any who doubt that molding plastics is the sub- 
limated adult apotheosis of uninhibited infantile playing with 
feces are hereby referred to Jarry’s own illustrations of his fecal 
dramatic masterpiece.* For confirmation by coincidence; and it 
surely is no more than coincidence, it might be considered that 
urea formaldehyde resins are among the more important raw 
materials of the plastics industry, a fact suggestive of urination 
rather than defecation, but also still suggestive of Sir John 
Harington’s metamorphosed “Ajax” and the amenities and am- 
eliorations of life we all owe to this happy character. 

Among the best wishes we can have for the continued progress 
of the human race, would appear to be more and better sublima- 
tions of anal erotism. As a magic gesture for a start, all con- 
cerned in this discourse—editors, colleagues, assistants, friends 
and volunteer aides, from medical research institute to public 
library and public school—might have a thorough scrubbing (in- 
cluding washing out the mouth with laundry soap)! 

*Jarry, Alfred: Op. cit. 
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Elizabethan Quintet. By Denis Mrapows. 304 pages. Cloth. Macmillan. 
New York. 1957. Price $3.50. 


Elizabethan Quintet by Denis Meadows concerns five fascinating but 
not too-well-known characters of the glittering reign of Elizabeth I. 
Sir John Harington, inventor of the flush toilet, is one of them, a cir- 
cumstance which suggested the editorial comment ‘‘Jn Laude Latrinae’’ in 
this issue of THe SUPPLEMENT. The others are Sir Francis Walsingham, 
whom the author himself calls the English Machiavelli; Robert Persons, 
the Jesuit missionary to Protestant England; John Dee, the queen’s 
astrologer and Mary Frith, whom Meadows calls the ‘‘roaring girl,’’ 
a sort of underworld queen of her day. These are all characters to repay 
psychological or psychiatrie study. 

In private life, Walsingham was a stern and rigid Puritan two genera- 
tions before Puritanism triumphed in the Commonwealth. In public life 
the advancement of his country and his queen justified every means— 
if he was not a Machiavelli, perhaps he was a Cesar Borgia who appears 
to have been Machiavelli’s model. Meadows’ sketch of him is lively and 
fascinating. 

Father Persons was an equally hard and uncompromising man who 
carried on an endless and hopeless campaign, risking his life in disguise, 
in the England of the Virgin Queen. The author apparently sympathizes 
with Person’s cause, although he does not find him precisely a lovable 
man. 

Dee, his biographer thinks, was a man of intellectual greatness and 
kindly nature, something of a scientific figure for his day, and more of 
a dupe than a charlatan in his profession of astrologer. 

Mary Frith was a tough character who outlived the queen, the first 
two Stuarts and Oliver Cromwell. She came to grief once during the 
Civil War when she held up and robbed Lord Fairfax, the Puritan 
general, on Hounslow Heath. She was imprisoned for what was a capital 
offense at the time but obtained her release and retired to ‘‘a tranquil 
life of well-run crime, assorted pets, pleasant evenings of song, drink 
and tobacco with her numerous men friends, and, we may be pretty 
sure, a good deal of a helping hand for the royalist underground.’’ 

The biography of Sir John~ Harington with his astonishing water- 
closet achievement, is probably the one of chief interest to the psy- 
chiatrist. His personal cleanliness, as well as his startling invention 
or re-invention of the water-closet, testifies to an anal-erotie trend, but 
he was not notable for the foresight and prudence sometimes characteriz- 
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ing anal erotics. Some of his admirers have rated him as a genius. He 
translated Italian poetry broadly enough in the field of genital sex to 
arouse the queen’s fears for her maids of honor. He served adequately 
but without great distinction as a soldier. His knighting by the Harl 
of Essex aroused the queen’s rage. Under James I, he tutored the king’s 
oldest. son, Prince Henry, who died at 18. He himself died in middle 
age of a stroke which Robert Cecil records as resulting in a ‘‘dead 
palsy.’’ Altogether, his career is unsensational but psychologically fas- 
cinating. 


In Quest of Love. By Farru CuirperFriE.p. 301 pages. Cloth. Coward- 
MeCann. New York. 1957. Price $5.00. 


In this scholarly book the author gives not only a fascinating biography, 
but a panoramic view of the political and literary world of the first half 
of the nineteenth century, both in Europe and America. Such great figures 
as Mazzini, Georges Sand, Carlyle, and Emerson come alive. 

Essentially, of course, this is the story of one woman, Margaret Fuller. 
Her name is well-known in the social history of New England, and her 
book, Woman In the Nineteenth Century, was one of the important steps 
in the fight for the independence of her sex. But little has been known 
of the personality of the woman herself. Taught as a child, by a stern 
father, the code of perfectibility in learning, she received nothing in the 
way of love, and real warmth of affection. So, too throughout her life, 
there was a long series of frustrations in her relationships with men, until 
Poe described her as ‘‘an ill-tempered old-maid.’’ 

Many of her ailments certainly could be described as psychosomatic. 
And having found love at last in her beloved Italy, she could not face 
the final difficulty of coming back to Puritan New England, having broken 
its moral code. Perhaps there are other contributing factors to the final 
scene, in which there was more than an element of the suicidal. That 
it was a matter of psychosis, there can be no doubt. ‘‘Sic juvat ire sub 
ombras.’’ 


Most Likely To Succeed. By Joun Dos Passos. 310 pages. Cloth. Pren- 
tice-Hall. New York. 1954. Price $3.50. 


Torn between two ideologies, Jed Morris, the hero of this book, becomes 
an outward success and an inward failure. Jed clings desperately to his 
philosophy that the Communist cause is to be his way of life, and Dos 
Passos shows his psychological turmoil. Pursuing his false ideal, Jed’s 
life drags both him and all connected with him to ruin. A good novel 
could have been better if the author had probed deeper. 
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Basic Readings on the MMPI in Psychology and Medicine. Grorcr 
ScCHLAGER WELSH and W. Granp DAutstTrom, editors. Cloth. Uni- 
versity of Minnesota Press. Minneapolis. 1956. Price $8.75. ./ 


This book is a compilation of 66 articles. The discussion is divided 
into 10 main subgroups and covers the MMPI in relation to theory, 
construction, coding, new scales, profile analysis, diagnostic profiles, psy- 
chiatric problems, medical problems, therapy and general personality. 
In addition to a bibliography of 689 titles, there are an additional 181 
supplementary references. 

Each subgroup is introduced by brief background information given 
by the editors. 

This is an excellent reference book on the MMPI, as it contains, in 
one place, the important work done to date on this test. 


Delinquency—The Juvenile Offender in America Today. By Herperr A. 
Bioou and FRANK T. FLYNN. 612 pages. Cloth. Random House. New 
York. 1956. Price $7.95. 


This book’s jacket describes it as ‘‘a complete and authoritative picture 
of juvenile delinquency as it now exists in this country.’’ This is far 
from the case. In the first 250 pages, there is a very erudite exposition 
of the research methods and philosophy of study of delinquency problems. 
Here are sections on etiology and definition, offering material which is 
neither really new nor assembled in such a manner as to bring any great 
amount of new insight to the reader. However, the 350-page section on 
‘‘Treatment Agencies’’ is excellent and saves the book. Sections on the 
role of police, juvenile detention homes, treatment schools et al. are very 
well written compilations of much laborious research data. This book does 
give a picture of how juvenile delinquency is being studied and acted upon. 
The individual chapter bibliographies are first-rate. 


Medicine and Science. Iago Gaupston, M.D., editor. 159 pages. Cloth. 
International Universities Press. New York. 1954. Price $3.00. 


This is an important and very readable compilation of articles devoted 
to research associated with medicine as well as to strict medical science 
in a narrow sense. It is number XVII of the March of Medicing series. 

Included, are a discussion of cybernetics by Norbert Wiener; a work 
on stress by Hans Selye; a chapter, ‘‘The Relation of Animal Psychology 
To Psychiatry,’’ by David M. Levy; ‘‘Quest For Antibioties,’’ By Paul 
Burkholder; a paper discussing psychosomatic problems, by Harold G. 
Wolff; and ‘‘Miracles—Mass Produced;’’ by John E: McKeen, president 
of Charles Pfizer and Co. 
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Individualism Reconsidered. By Davw Rimsman. 529 pages. Cloth. 
Free Press. Glencoe, Ill. 1954. Price $6.00. 


Contained in this extraordinary book are 30 essays by an unusual 
thinker. They may be read singly, but, read together, give a feeling of 
continuity and organization. The book is both stimulating and beautifully 
written. 


The Fall. By Ausert Camus. 147 pages. Cloth. Knopf. New York. 1957. 
Price $3.00. 


In the last 10 years psychiatry, particularly French and German psy- 
chiatry, has been much influenced by Existentialist thought; the great 
German Existentialist, Jaspers, is a non-practising psychiatrist. Albert 
Camus is one of today’s most respected European writers and thinkers. 
His expositions of Existentialism in his novels and other writings, are 
presented with a sincerity, lucidity, and depth of insight that is appealing 
and effective. 

The Fall must be viewed in its author’s Existentialist frame; it does 
not meet, for example, Freudian criteria for character, motivation or 
psychological plausibility. It is a monologue by a disillusioned or, as 
you will, enlightened Parisian lawyer. Two themes are dominant in this 
man’s exposition of his life. First, he realizes his (Man’s) guilt and the 
consequent necessity for confession and atonement. He has led a super- 
ficially successful, altruistic, moral, albeit sensual life. Then, in a sudden 
flash of insight, he realizes his emptiness—the Existentialist perception 
of ‘‘despair.’’ His narcissistic repressions come forth with a frankness 
that recalls Dostoevsky’s ‘‘Underground Man.’’ ‘‘Every man dreams of 
being a gangster and of ruling society by florce alone. . . I conceived of 
at least one great love of which I was the object. . . we cannot be better 
—we defeat ourselves, we are guilty and we cannot cleanse ourselves. . . 
The Last Judgment occurs every day. . . we are all guilty before one 
another, one by one crucified, always without knowing.’’ 

In a bar in Holland, this man spends his time retelling his life’s story 
to those who care to listen. Thus, he undergoes catharsis—and ‘‘speaks 
to avoid personal guilt.’’ Here, the novel’s second main theme is ex- 
pressed: In order to live without guilt (sin), Man must reject his idi- 
vidual freedom (choice) for a brotherhood of slavery (any type of system- 
atized belief—i.e., in the state or in God) where loneliness is abated through 
a mass sharing of guilt. ‘‘. . .We cannot assert the innocence of anyone, 
whereas we can state with certainty the guilt of all. . . The keenest of 
human torments is to be judged without a law. . . For anyone who is 
alone, without God or a master, the weight of the days is dreadful. . . 
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What is essential is that good and evil be pointed out. . .They [people] 
believe solely in sin, mot in grace. . .Denying freedom. . .extends judgment 
to others to make it weigh less heavily. . .we must take revenge for dying 
alone.’’ One senses a touch of Dostoevsky’s ‘‘Grand Inquisitor’’ in this 
Parisian lawyer. 


Beyond The Five Senses. EmxEN J. Garrett, editor. 384 pages. Cloth. 
Lippincott. Philadelphia. 1957. Price $4.95. 


Beyond the Five Senses is an anthology of parapsychological articles, 
selected from the review Tomorrow. The contributors range from journal- 
ist to theologian to scientist. Some excellent and thought-provoking 
material is included, but the treatment is unscientific and the credible 
and the doubtful are reported without much distinction. The effect, 
however, is to give a broad popular review of psychical research—from 
debatable White House ghosts to J. B. Rhine’s carefully controlled ex- 
periments. Leslie M. Le Cron, Emilio Servadio, Hans Bender, Cornell 
Hart, George Devereux, Albert Schweitzer and Maya Deren are among 
the exceedingly varied contributors. J. B. Rhine contributes a paper on 
the future of parapsychology, and Philip H. Bagby writes a new appraisal 
of Alfred North Whitehead and his theories. Mrs. Garrett herself con- 
tributes the introduction. 

This volume has some exceedingly good points and it could be recom- 
mended enthusiastically if it were not for the fact that the unsophisticated 
reader will not be able to distinguish which of the contributions represent 
the sheep and which the goats. 


The Emotional Problems of Children. A Guide for Parents. By Harry 
JosEPH, M.D., and Gorpon ZERN. ix and 310 pages. Cloth. Crown. 
New York. 1954. Price $3.75. 


A guide for parents, The Emotional Problems of Children by Harry 
Joseph, M.D., and Gordon Zern, is a straightforward, lucid statement 
on ways and means of keeping children emotionally happy by proper 
understanding of the problems of toilet training, maternal overprotection, 
feeding, masturbation. jealousy, discipline, and entertainment. Other topics 
are adoption and problems associated with organic illness in children. The 
material in this book is vast and diverse, but divectly applicable to a 
better understanding of children. It may help to bring experience, per- 
spective and even some wisdom to the parent in dealing with children 
from birth through adolescence. There are numerous case histories. The 
eareful organization of this book makes it equally useful for reference 
in the home, or for general reading in libraries, or for a college course 
in child development and pediatrics. 
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The Dog Who Wouldn’t Be. By Fartey Mowar. 238 pages. Cloth. 
Little, Brown. Boston. Toronto. 1957. Price $3.95. 


This is a record of the life and times of ‘‘Mutt,’’ a highly intelligent dog, 
and the story is most entertaining reading. Other pets are amusing and, 
at times, hilarious fun. Human beings are purely coincidental, but all 
characterization is well-done. A truly happy thing to come upon in our 
troubled world, The Dog Who Wouldn’t Be should lift the spirits in the 
best tradition of mental hygiene for those whose troubles are not too 
narrow or too deep. 


The Square Pegs. By Irving Watiace. 315 pages and index. Cloth. 
Knopf. New York. 1957. Price $5.00. 


The Lunatic Fringe. By GzraLp W. Jonson, 248 pages. Cloth. Lippin- 
cott. Philadelphia. 1957. Price $3.95. 


The Square Pegs and The Lunatic Fringe complement each other like 
right and left shoes; and this reviewer is following examples set by 
several others in considering them together. Both books are made up of 
sketches of outstanding ‘‘odd balls’’ of American history. Johnson, of 
course, takes his title from a remark by Theodore Roosevelt whom he 
classifies as his own first lunatic-fringe member. 

Wallace introduces his collection with a little essay in defense of the 
square peg, the extreme nonconformist whose ideas and exploits more 
likely than not are of eventual benefit to society. Among others, Wallace 
pays attention to James A. Harden-Hickey, made a nobleman by the 
Pope, and a king (by his own proclamation) of the ownerless island of 
Trinidad—not the wellknown Caribbean island but a small mountainous, 
uninhabited speck in the South Atlantic. Another Wallace character is 
George Francis Train, self-styled ‘‘the Great American Crank,’’ the 
man who first went around the world in 80 days and gave Jules Verne 
the idea. Victoria Woodhull, who practised free love, crusaded for women’s 
rights and ran for president; Delia Bacon, who conceived and promoted 
the idea that Francis Bacon wrote Shakespeare; and John Cleves Symmes, 
who believed the earth was hollow and inhabitable within, are others 
of the square pegs. 

As a demonstration that the American eccentric forms no small 
minority, Victoria Woodhull is the only character in Wallace’s book 
to appear in Johnson’s Lunatic Fringe. His characters are on the whole 
closer to the norm though definitely not of it. Johnson elects as members 
of the lunatic fringe, for instance, Thomas Paine, Horace Greeley and 
Henry George, along with such less restrained spirits as Sarah and 
Angelina Grimké, fanatical southern abolitionist ladies; Ignatius Don- 
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nelly, who became the great proponent of Delia Bacon’s Shakespearean 
theories; Carrie Nation of hatehet fame, and Tom Watson who, the 
author observes, could dish it out but ‘‘couldn’t take it.’’ 

Both of these volumes deal with people whose lives are of interest 
to the psychologist and psychiatrist as well as to the sociologist. They 
are both well written; they are both entertaining, and both informative. 


Beautyway. A Navaho Ceremonial. LeLanp C. Wyman, editor. 218 pages 
including index. With separate supplement. Cloth. Pantheon. New 
York. 1957. Price $8.50. 


Beautyway is a ceremonial of the Navahos, intended as therapeutic 
treatment for ‘‘overdoing of any kind, but especially sexual excess.’’ 
The curative procedure is based on a myth; in the case of Beautyway, 
several myths embodied in chants and sand paintings. The Navahos hold 
that the ceremonials were derived from supernatural sources; an analogy 
in our culture would be a ceremony of revealed religion. 

The use of Beautyway is of considerable interest in its bearing on 
Navaho medical theory. Killing a snake or having a bad dream about 
a snake may lead to rheumatism, sore throat, stomach trouble, kidney 
and bladder trouble and skin diseases or sores. Besides its therapeutic 
value for the results of excess, Beautyway is therapy for all these dis- 
orders derived from the snake. 

The present volume includes translations of the myths in the Beauty- 
way ceremonies; interpretations; and plates in color of the ‘‘sandpaint- 
ings’’ which are part of the ceremonial. These are impermanent works 
of art, created with sand and dry pigments. The present book is a 
valuable contribution to anthropology and is of interest besides to the 
practitioner of psychological medicine. It is asumptuous publication. Texts 
of the Beautyway myth are translated by Father Berard Haile and 
Maud Oakes, and Father Haile in addition has recorded, ii the Navaho 
language, the original of his translation. It is printed as an 83-page 
paperbound supplement, inserted in a pocket on the inside of the back 
cover. The book has a useful bibliography and an admirable index. 
Besides its scientific value, it should be an ornament in any library. 


An Air That Kills. By Margaret Muar. 247 pages. Cloth. Random 
House. New York. 1957. Price $3.50. ' 
This is Mrs. Millar’s first niystery since her award-winning Beast im 
View. Once more, she presents, not only a well-done novel, but a psycho- 
logically plausible mystery tale which truly mystifies right to the last 
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Children’s Humor. By MarrHa WOLFENSTEIN. 224 pages. Cloth. Free 
Press. Glencoe, Ill. 1954. Price $3.75. 


One often looks on the playful riddles and jokes in which children find 
inexhaustible delight as merely innocuous foolery and pleasure in the 
magical power of words. The author of Children’s Humor finds basic 
meanings behind such play. Basing her interpretations upon Freud’s 
hypothesis that ‘‘jokes express sexual and hostile motives which would 
be condemned if they came out in more direct forms,’’ she set out to 
obtain the favorite jokes of 90 children in a New York City private school. 
The children’s associations to their jokes were obtained, and supple- 
mentary information was collected through interviews with the parents, 
and observations of the children at home and at school. The ages of the 
subjects ranged from three to 17. 

Interpretations may be quoted: ‘‘What has holes but holds water? 
A sponge.’’ This riddle ‘‘suggests that the female, though she has a hole 
instead of a penis, is nevertheless able to control her water.’’ Or, from a 
six-year-old, ‘‘My name is East River. Why don’t you drop in some time?’’ 
This is seen as expressing a suppressed wish to say, ‘‘Go jump in the 
lake!’’ 

This analysis of children’s jokes is interesting, and at times disconcert- 
ingly amusing, but some readers may feel that the Freudian hypothesis 
has occasionally been too devotedly and strenuously applied. 


The Happy Life of a Doctor. By Roaer I. Ler. 278 pages. Cloth. Little, 
Brown. Boston. 1957. Price $4.00. 


These are friendly, frequently witty, reminiscences and contemplations 
of a doctor past 70 who once was president of the American Medical Asso- 
ciation and professor of hygiene at Harvard. He is proud of being an 
iconoclast, and wants on his tombstone (on second thought) just the in- 
scription : ‘‘Doc.’’ 

Dr. Lee expresses opinions on many subjects in this book, sometimes 
not-too-well founded opinions. For example, he believes that psychoanalysis 
explains everything by ‘‘sex’’; he obviously never heard that Freud con- 
sidered aggression an equal partner of libido in the unconscious. However, 
he gives Freud credit for—‘‘his theory of rationalization.’’ Such minor 
lapses can be overlooked because of the friendly-humorous outlook in 
general. To give an example: 

‘‘Walter Freeman’s prize case [of lobotomy] who, after years in a 
hospital as hopelessly ill, underwent lobotomy, returned to stock broker- 


age, and made a million dollars. I may be tempted to make deductions 
about the business rather than the surgery, but I will not.’’ 
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An Elementary Text of Psychoanalysis. By Cuar.es BRENNER. 219 
pages. Cloth. International Universities Press. New York. 1955. Price 
$4.00. 

Few are the psychoanalytic writers who can write as successfully about 
psychoanalysis as has Freud. A quick sampling of some of the better- 
known psychoanalytic literature soon brings this point forcibly to the 
reader. The task which confronts the introductory student of psycho- 
analysis is formidable indeed, if his first, and perhaps his most important, 
contact with psychoanalytic theory is to be through current ‘‘interpreta- 
tive’’ or ‘‘expository’’ works. Thus, Dr. Brenner performs a valuable 
service in writing this highly intelligible text. At first glance one is im- 
pressed with the striking clarity of organization of theory. The theoretical 
development flows smoothly, logically, without the usual repetitive, cir- 
cumlocution that mars many other such works. The writing is straight- 
forward, semantically cautious, and unburdened by the more esoteric, 
metaphoric and ambiguous terms which lend confusion in some other 
.works. (The reviewer is thankful, for example, for the careful distinction 
drawn by the author, between the terms ‘‘instinct’’ and ‘‘drive.’’) 

In content, all of the important psychoanalytic concepts are concisely 
defined, discussed and related to the general theory. The exposition of 
anxiety and defenses is particularly noteworthy. The mechanisms pos- 
tulated as the source of dreams and parapraxes are simply illustrated. The 
growth of the ego, and the process of identification are sketched. 

In all, this is a splendid exposition of a subject that, for the beginning 
student, can be painfully obscure. 


Motivation and Personality. By A. H. Mastow. 416 pages. Cloth. 
Harper. New York. 1954. Price $4.50. 


To many clinical psychologists of a Gestalt persuasion, this work by 
a distinguished psychologist will be a distinct contribution to the under- 
standing of personality. For many years Dr. Maslow has industriously 
advanced ‘‘holistic and dynamic’’ principles from which explanation 
and prediction of human behavior would naturally flow. The range of 
topics covered in the present book amply illustrates the flexibility and in- 
genuity of the author’s efforts. For the most part the book consists of 
articles previously published in various professional journals. Central 
among these are: ‘‘Self-Actualizing People,’’ ‘‘The Expressive Com- 
ponents of Behavior,’’ and ‘‘High and Lower Needs.’’ Maslow’s hierar- 
chical theory of needs has been cited frequently as one of the more 
important conceptualizations of human motivation. And his formulation 
of ‘‘self-actualization’’ has been a keynote to much modern personality 
theorizing. 
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Philosophy of Science. The Link Between Séierice and Philosophy. By 
Puiuipp Frank. 394 pages ‘ineluding index. Cloth. Prentice-Hall. 
New York. 1957. Price $8.00. 


There was a time when the term ‘“‘philosophy”’ included what we now 
call ‘‘science,’’ and an even more recent time when it included such 
scientific subjects as psychology as minor philosophical fields. Today’s 
scientist is likely to think of philosophy as an unrealistic, perhaps meta- 
physical, pursuit, outmoded by the advance of scientific theory. 

Professor Frank is a physicist and a philosopher who has devoted 
much attention to the history and development of ideas. This volume 
is a discussion of science against the background of the workings of 
the human intellect. Dr. Frank visions modern science as validating its 
theories through a triple outlook, if not a tri-partite standard. Any theory 
acceptable to modern scientists must first conform closely to facts, second 
be simple enough to be productive of progress and discovery, and third 
be viewed in the light of its human sociological and psychological frame 
of reference. This book is to be strongly recommended for the thoughtful 
reading of the innumerable scientific workers who accept or reject an 
idea by its conformity to facts, without overmuch consideration of whether 
the interpretation of fact is intelligible or useful, and without overmuch 
consideration of the human bias through which the fact is seen, or of the 
human use which will be made of it. Frank’s discussion of these and other 
matters should be an addition to any scientific library. 


Healthier Living. By Justus J. Scutrreres. 928 pages, illustrated. 
Cloth. Wiley. New York. 1954. Price $5.75, 


Designed as a text for college health education courses, the present 
book satisfies at least the usual college requirement of comprehensiveness 
and variety, that plagues the instructor of freshman and sophomore 
classes. In fact, one is almost bewildered by the array of topics presented, 
any one of which is well worth at least a semester of study. Ranging 
over the table of contents, one finds discussion of reproduction; matura- 
tion; personality development; ‘‘love, marriage and mate selection’’; 
sexual adjustment before and after marriage; mental health, with an 
outline of ‘‘mental mechanisms’’; the unconscious; the ‘‘body in motion 
and at rest’’; ‘‘body care and grooming’’; the sensory processes; the 
nose, ears, and throat; and the heart. There is a list of diseases met at 
various times of life, and their typical symptoms. The whole book is 
amply illustrated. As a college text, this book certainly provides a 
variety of potentially interesting topics; but there is hardly sufficient 
discussion to sustain interest in any one of them. 
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Dream of Success. By KENNETH S. Lynn. 269 pages. Cloth. Atlantic- 
Little, Brown. Boston. 1955. Price $4.00. 


One of the most characteristic features of the nineteenth century 
American culture, the author states, was the rough individualism and 
self-determination that marked the political and economic growth of the 
nation. Allied with these features was the unique social mobility off the 
individual, limited only by the individual’s abilities and fortune. The 
factory worker or homesteader could realistically aspire to powerful and 
wealthy status. Such a status was the dream of nineteenth century man. 
The person who perhaps most dramatically illustrated this upward striv- 
ing was Horatio Alger who ‘‘wrote his rags-to-riches stories. . .and set 
the great American myth of success in its classic frame.’’ And it is this 
‘‘myth of success,’’ as a motivating foree in literature, that the author 
analyzes in the writings of five American writers: Dreiser, London, 
Phillips, Norris and Kerrick, who followed Alger in the worship ‘‘of 
the bitch-goddess Suceess.’? With circumspect attention to the psycho- 
logical development of these authors as men, Lynn carefully traces the 
‘success drive’’ as it continually recurs in life and work. This is a 
fascinating and vivid discussion of one of the more characteristic themes 
in American life and letters. 


The Art of Real Happiness. By Norman Vincent PEA.z, D.D., and 
SmiLEyY Buianton, M.D. Second edition. 280 pages. Cloth. Prentice- 
Hall. Englewood Cliffs, N. J. 1956. Price $3.50. 

Through the insights and teachings of today’s religion and psychiatry, 
the authors, a minister and a psychiatrist, contend, men and women 
can win victories in their personal lives and gain a firm foothold on 
the path of inward peace. They believe that the cohesive force of religion 
and psychiatry can enable man, through faith, to find the sources of 
power that give him courage, and to acquire faith in himself, in other 
people, other causes, and other ideals and, above all, in a creative God. 

Over 10 years experience in the clinic these two men run, has proved 
their effectiveness in treating many personality disorders that arise from 
inner conflicts. The authors apparently feel that one who fbrtifies him- 
self with insight into the feelings and thoughts which lie in the un- 
conscious can make a clear affirmative faith in God and so face with 
confidence every period and problem in life. 

The title of the book is derived from their religious point of view. 
They feel that to live with power and to achieve self-fullment is to 
bring God into the center of one’s life, and is to master the most de- 
manding and yet the most rewarding of all human achievements—the 
art of real happiness. 











168 BOOK REVIEWS 





Annual Review of Psychology. C. P. Sronz, editor. 517 pages. Cloth. 
Annual Reviews, Inc. Stanford, Calif. 1955. Price $7.00. 


Each year the wealth of research reported in the various psychological 
journals is carefully summarized by the Annual Review, with each general 
area reviewed by an acknowledged expert. In this volume, certain con- 
tributions should prove of special interest to the readers of this journal. 
In a chapter on ‘‘Abnormalities of Behavior,’’ Kallmann and Baroff 
devote considerable space to a discussion of recent investigation relevant 
to the genetic bases of intelligence, neurosis, psychosis, and mental de- 
ficiency. An important section of their chapter is directed toward methodo- 
logical problems confronting such genetic research. In another chapter, 
work on the validation of psychotherapeutic techniques is outlined by 
Meehl. Among other topics of interest are: personality, child psychology, 
counseling, and learning theory. 


Compulsion. By Meyer Levin. 495 pages. Cloth. Simon and Schuster. 
New York. 1956. Price $5.00. 


The author of The Old Bunch attempts to reconstruct the Leopold- 
Loeb murder case in Chicago, in which two schizophrenic, wealthy homo- 
sexual boys killed a child for a ‘‘thrill’’ and attempted to extract ransom. 
At the time of the murder—30 years ago—the author was a young 
journalist involved in finding clues in the case. His book is worthless 
as a psychological study: It describes the two schizophrenics as hyster- 
ical neurotics, though the author plays around with psychiatric terms. 
He has no inkling of the genesis of criminosis. 


The Other Man. A Study of the Social, Legal, and Clinical Aspects of 
Homosexuality. By Donatp J. WeEst. 214 pages. Cloth. Whiteside, 
Inc., and William Morrow. New York. 1955. Price $4.00. 


For the last 10 years, through the media of movies and popular maga- 
zines, the public has been getting some knowledge of once forbidden topics, 
such as drug addiction and alcoholism: Homosexuality, nevertheless, still 
remains a much misunderstood and not fully acceptable topic of discus- 
sion. This book presents a very general and yet not over-simplified dis- 
cussion of various aspects of the problem. The attitudes of various prim- 
itive socities are presented. The legal and social implications of homosex- 
uality are discussed. There is a section on endocrine dysfunction, heredity 
(i. e. monozygotic twin studies), and environment in the etiology of homo- 
sexuality. The theory of narcissistic anal fixation and other psychoanalytic 
considerations are put forth. Finally, there is a very brief discussion of 
treatment and prevention. This book could be read with benefit by laymen, 
students, and professional persons who deal with homosexuals. 
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The Genteel Murderer. By CuAr_es Norman. 175 pages. Cloth. Mac- 
millan. New York. 1956. Price $3.75. 


Mr. Norman is a biographer, artist and ‘‘reader of true crime stories.’’ 
In the present biographical sketch of Thomas Griffiths Wainewright, he 
outlines the career of one of the most notable scoundrels of the nine- 
teenth century. Wainewright was a society ‘‘dandy’’ in the days of 
George IV, a dabbler at literature and an acquaintance of many of the 
great, a man of self-advertised culture and gentility and an artist of 
respectable talent. He was also a forger and a wholesale poisoner. 
Wainewright escaped the gallows, was transported for life and died in 
exile. Most of his personal papers and many of the records concerning 
him appear to have been destroyed. There should be, however, enough 
material for a psychological study by a competent investigator. 

Mr. Norman does not provide such a study, or even an otherwise satis- 
factory book. His Wainewright is a poorly motivated cardboard character. 
Norman speculates a little as to whether Wainewright was trapped be- 
cause of a desire for punishment in the criminal mind; but he also 
suggests that Wainewright may have betrayed himself because of his 
conviction that he was invincible, immune from the misfortunes of ordi- 
nary man. Bulwer-Lytton and Dickens both attempted fictional treatment 
of the Wainewright story. It is a pity that no competent psychologist 
has tried to do anything with the admittedly scanty data. 


Science in the Making. By Joz. H. Hitpesranp. 116 pages. Cloth. Co- 
lumbia University Press. New York. 1957. Price $3.00. 


A distinguished research chemist and teacher discusses briefly and 
graphically the way in which scientists work. His book, originally a lec- 
ture series, is not a theoretical discussion of ‘‘scientifie method,’’ but is 
exposition by example. In the final lecture, ‘‘Knawledge and Power,” 
he pays as bitter respects to modern educational theory as this reviewer 
has ever seen from a scientific source. This small book is highly recom- 
mended. 


Sense and Nonsense in Psychology. By H. J. Evsencx. 349 pages in- 
cluding index. Paper. Penguin. Baltimore. 1957. Price 85 cents. 


Dr. Eysenck does not like psychoanalysis and does not present the gen- 
erally accepted view of it. The distorted and unfair picture he gives in 
this volume mars a book which is otherwise well written, informative and 
fair-minded. The damaging misrepresentation of psychoanalysis, however, 
is so objectionable that this otherwise excellent little introduction to psy- 
cholugy cannot Be recommended to thé student. 
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The Return of Gunner Asch. By Hans He:imvur Kirsr. 810 pages. 
Cloth. Little, Brown. Boston. 1957: Price $3.95. 


Neither this nor any other European novel since World Wor II has 
yet equaled the books that Arnold Zweig and Erich Remarque wrote during 
and after World War I. The Return of Gunner Asch fails to give a clear 
picture of how and why men fight and how they live during war. The 
novel’s soldiers are neither ‘‘Schweiks’’ nor characters with the strength 
of conscience and depth of feeling that Norman Mailer and James Jones 
have produced. 

Kirst also does not provide answers to’ the question that puzzles many 
Americans: How can a nation which has produced men like Luther and 
Schweitzer, and which is possibly the most spiritually productive country 
in all Europe, regress morally back to Attila? How can supposedly Chris- 
tian men become gauleiters and S. 8. troopers? The ‘‘bad’’ Germans served 
in unknown proportions along with the more humane Gunner Asches of 
the German army. 

There are provocative works for the specialist, but as yet, the vast read- 
ing public cannot lay hands on any book which explains why Germany ac- 
cepted Nazism and why German soldiers acted the way they did. A novel 
with these insights would be valuable. 


Learning Theory, Personality Theory and Clinical Research. The 
Kentucky Symposium. 164 pages. Cloth. Wiley. New York. 1954. Price 
$3.50. 


This book is a compilation of 11 lectures presented under the auspices 
of the Psychology Department of the University of Kentucky in March 
1953. They are reprinted from the presentation to the audience, and, 
therefore, contain a certain warmth usually not met with in material 
which was primarily meant to be visual. The majority of the lectures 
deal with learning theory, its shortcomings, and various applications which 
have been made of it and can be made of it. The authors are frankly 
eritical of much work which has been done, and they present various 
research projects which they believe would shed light on heretofore un- 
touched theory. 

The major contentions of the book are that learning theory per se 
is not something to be set aside by: itself but that learning theory is 
closely integrated with personality. theory and that learning theory should 
be combined with other theories and be made useflul as a clinical research 
tool. The book is refreshing in its closeness to the reader, and it presents 
some novel ideas which need careful investigation and will bear watch- 
ing in the future. Ay LOTTI ines Yoo 
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The Story of Edgar Cayce. By Tuomas Sucrus, 384 pages. Paper. Dell. 
New York. 1945. Price 50 cents. 


The publishers describe this book as ‘‘—an astonishing true life story 
. while under hypnosis, this extraordinary man, who knew nothing 
of medicine, diagnosed and cured thousands!’’ There are numerous people 
interested in extraphysical phenomena, but this book has little to con- 
tribute. Edgar Cayce was a man with the supposed power of diagnosing 
and treating ailments while under self-hypnosis. He used homeopathy, 
osteopathy, allopathy, chiropractic, and home remedies. In the 1930’s he 
and those who believed in him practised and studied a hodgepodge of 
mystical Christianity, various Oriental religions, and what appears to be a 
long-winded gobblydegook of a vaguely metaphysical nature. Any M.D. 
who reads the stuff that Cayce dictated for cures must immediately realize 
that the man must have been either a charlatan or mentally ill. In fact, 
the hallucinations of his youth (or visions as the author puts it) are 
described in an almost reverent tone. The Story of Edgar Cayce would 
probably appeal to more educated horoscope fans and other assorted 
faddists, but in blunt terms seems to be nonsense. In spite of the publica- 
tion date, it is on current sale. 


A Fable. By Wriiam Favutxner. 487 pages. Cloth. Random House. New 
York. 1954. Price $4.75. 


A Fable is a departure from Faulkner’s long series of earlier books 
and stories woven carefully into the complex fabrie of ‘‘Yoknapatawpha 
County.’’ This story is removed to the European battleground of 1918. 
The action revolves about a week of false armistice which follows the 
work of a corporal and his 12 disciples who have wandered from one 
combatant’s lines to the other, organizing a movement for peace and 
brotherhood. As a result, one Monday noon a.French regiment refuses to 
attack. This summary of the plot does injustice to the work; for it is 
only the framework of a philosophy. Faulkner’s exposition of this phil- 
osophy is a matter of considerable psychological, as well as literary, 
interest. 


Life at Happy Knoll. By Joun P. Marquanp. 167 pages. Cloth. Little, 
Brown. Boston. 1957. Price $3.75, 


This is a very well done satire of country club life by one of America’s 
best satirists. The immaturity (perpetual. adolescence), the exhibitionism 
and the mildly paranoid outlook of the moderately wealthy suburban set 
are Mr. Marquand’s prineipal targets. The content of Life at Happy Knoll 
is very light indeed but the effect is enlightening ‘as well as amusing. 
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The Quicksilver Doctor. The Life and Times of Thomas Dover, Phy- 
sician and Adventurer. By KennetH Dewuurst. 192 pages including 
index. Cloth. Wright. Bristol, England. 1957. Price 21s. 


Thomas Dover combined a rather notable medical career with a still 
more notable career as captain of privateersmen. He is remembered today 
for having compounded Dover’s powder, which is still a widely-known— 
if not widely-regarded—medication ; for having rescued Alexander Selkirk 
from the island of Juan Fernandez; and for a great raid on the Spaniards 
along the west coast of South America, culminating in the capture of 
Guayaquil. Dewhurst has produced an extremely scholarly and very read- 
able account of a life which should be of interest to anybody in the 
medical profession. 

There is a vivid picture of the state of medicine in the first half 
of the eighteenth century when the worst examples one could find from 
today’s practice would have looked like Utopia. The period was one of 
sordid quarreling among physician, surgeon and apothecary. It was the 
custom for the well-accredited practitioner never to see the majority of 
his patients, but to prescribe for them on the basis of reports made by 
the apothecaries at the coffee houses. Medical care and medical theory 
were at ebb tide. 

Dover, with all his swashbuckling peculiarities, stands out as a rather 
admirable medical figure. He obtained his nickname, from which the title 
of the present book is taken, from his habit of prescribing large quantities 
of metallic mercury for a very large share of human ills. (The author 
points out that this was ‘‘perhaps the best eighteenth century remedy, 
when limited to the treatment of intestinal obstruction and certain psycho- 
logical disorders,’’ an observation which ought to be of considerable in- 
terest to psychiatrists as reflecting the eighteenth century status of their 
specialty.) The book has a short appendix covering the controversy over 
the relationships of Dover, Selkirk and DeFoe and the origin of Robinson 
Crusoe. There is an excellent bibliography and a better-than-adequate 
index. 

This book is not only of historic interest but it is to be highly recom- 
mended as a very readable piece of medico-literary curiosa. 


Dolls With Sad Faces. By Conrap Puiiiirs. 256 pages. Cloth. Roy. 
New York. 1957. Price $2.75. 

This story of a young man sentenced to life for a murder of which 
he is innocent, is above average in.two ways. From first to last the author 
holds reader-interest in a most entertaining tale. And the characteriza- 
tions are excellent. Motivation for a schizophrenic’s homicidal mania, 
however, is somewhat thin. 
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Official History of the Canadian Medical Services 1939-1945, 
Volume I. Organization and Campaigns. 536 pages. Volume II. 
Clinical Subjects. 531 pages. W. R. Frassy, M.D. editor. Cloth. Ed- 
mond Cloutier, publisher. Ottawa. Price $5.00 per volume. 


Volume I of this history deseribes the organization, development and 
campaigns of the Canadian medical and dental armed services, as well 
as the contributions made by the civilian services connected with the 
medical services during World War II. It contains many organizational 
charts, many photographs and nineteen maps (most of them in color), 
which locate and show the development of the military units in the various 
campaigns. 

Volume II deals with the medical and dental clinical aspects, the prob- 
lems, procedures and methods used in giving medical care to the troops 
during the war. Emphasis is placed upon the many lessons learned and 
the new treatment procedures used. 

These two volumes together preserve for reference much about military 
medicine learned through experience. There were many contributors 
with special knowledge, and the books may be considered authoritative. 


Thorstein Veblen. A Critical Interpretation. By Davm RimsMan. 221 
pages including index. Cloth. Seribner’s (Twentieth Century 
Library.) New York. 1953. Price $3.00. 


One of America’s foremost social scientists of our day undertakes a 
close look at one of the giants of social science of another generation. 
The book is subtitled ‘‘A Critical Interpretation’’ and it is one. Despite 
Veblen’s almost legendary reputation and his acknowledged impact upon 
American thought, Riesman entertains doubts about his ‘‘permanent in- 
tellectual achievement.’’ Generally, the book ean be recommended only 
to those who have some first-hand familiarity with Veblen’s work, but 
for psychiatrists and psychologists, it has the added attraction of Ries- 
man’s psychological analysis of Veblen’s personality. Riesman suggests 
that Veblen’s central characteristic was a ‘‘fear of constraint’’ thiat 
stemmed from his relationship with his stern, demanding and relatively 
unloving father, and he traces the influence of this trait on his work. 


The Mermaids. By Eva Boros. 216 pages. Cloth. Farrar, Straus & Cud- 
ahy. New York. 1956. Price $3.50. 

A novel by a Hungarian woman living in London, describes the attach- 
ment of a masochistic man to a tuberculous girl. The male character is 
(through intuition, not conscious understanding) made ‘‘real’’; the heroine 
is totally distorted. Since the main emphasis is on the heroine, the novel 
is of dubious value. 
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Freud and the Crisis of Our Culture. By LioneL Triiine. 59 pages. 
Cloth. Beacon. Boston. 1955. Price $1.00. 


Trilling, considered by many persons to be the most intelligent literary 
critic in this country, was requested to deliver the fifth annual lecture 
established by the New York Psychoanalytic Society to. mark the day 
of Freud’s birth. This lecture, somewhat revised and expanded, is re 
produced in this book. The content is interesting, though one appreciates 
how uncomfortable the lecturer felt, obviously remembering his famous 
study on Freud in the Kenyon Review in 1940: Though friendly-am- 
bivalent toward psychoanalysis, Trilling still maintains that when Freud 
speaks about literature itself ‘‘he is sometimes right and sometimes 
wrong. . . He does not have what we eall the feel of the thing.’’ 

To avoid the problem, Trilling switches to a rather tangential detail, 
Freud’s attitude toward culture. Here, he gets into some slight contradic- 
tions: first, he takes pains to prove that Freud was not a “‘literary 
mind,’’ but a scientist, only to conclude at the end that Freud’s de- 
scription of the fight between the self and culture is exactly what con- 
cerns all great writers. The whole treatise shows Trilling rather ill at 
ease, though—and here is the irony—he had no objective reason to feel so. 


The Journey. By Luan Smiru. 256 pages. Cloth. World Publishing 
Company. New York and Cleveland. 1954. Price $3.50. 


A gifted novelist turns to some of life’s abstractions in this nonfictional 
excursion. The books that results bears the unmistakable imprint of art 
but also frequently gets lost in the dark corridors of thought, as is likely 
to be the lot of writing by the storyteller turned essayist and moralist. 

Dealing with the problems and impact of love and death, loyalty and 
fear, art and truth in the down-to-earth terms of her southern childhood 
and the people she knew, the author has avoided propaganda. However, 
even with its admirable strengths, the book has a nagging kind of fuzzi- 
ness of presentation, all too often found in the high-intentioned personal 
Odyssey. Its conclusion unhappily drones off in an awesome-sounding 
sermon that somehow fails to unite all the loose ends that are kept 
dangling in the reader’s eyes. 





Transvestism. Davi 0. CAULDWELL, Se.D., M.D., editor. 128 pages. Cloth. 
Sexology. New York. 1956. Price $3.00. . 
Composed mainly of brief and superficial biographies and autobiog; 
raphies of transvestists, this book offers little enlightenment as to this un- 
usual perversion. 
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The Urge to Mass Destruction. By Samus. J. Warner, Ph.D. 188 
pages. Cloth. Grune & Stratton. New York. 1957. Price $3.50. 


If the sense of being loved is lost the human strives to attain a sense 
of individual power and he will destroy himself and others to achieve 
this. This is the theme Dr. Warner develops through its appearance 
in the psychoanalytic situation as the ‘‘negative therapeutic reaction,’’ 
in its personification by mankind as Satan, to its glorification by the poet- 
philosopher, Nietzsche. 

Though at times too liberally sprinkled with quotations, this psycho- 
analytic discussion manages to become an interesting and absorbing 
work. It too often leaves its expository path to become a scathing attack 
on Nietzsche, the man. Dr. Warner, however, redeems himself somewhat 
by pointing out several fascinating facets of the will to ‘‘self-and-other 
destruction’’ in the therapeutic situation and in this modern atomie world. 


Challenges to Contemporary Medicine. By ALLAN Greaa. 120 pages. 
Cloth. Columbia University Press. New York. 1956. Price $3.00. 


Dr. Gregg, vice president emeritus of the Rockefeller Foundation, 
reproduces in this book his Bampton Lectures delivered at Columbia 
University in 1953. He coins the term ‘‘Great Medicine’’ to designate 
the integration of all medical personnel. He is for pre-payment plans, the 
drafting of nurses, the greater endowment of research. He is also skep- 
tical of many facets of medical life, and comes up with some caustic 
remarks : ‘‘So great has our professional experience been with compromise 
and improvising that I have sometimes wondered if the letters M.D. 
don’t stand for ‘Make Do.’’’ Or: ‘‘The examiner [on specialty boards] 
does not find out what the candidate knows; he only finds out whether 
the candidate knows what the examiner knows.’’ Or: ‘‘There is very 
little difference between group practice and fee-spliting unless the per- 
formance of every member of the group is held to a high level.’’ 


A Piece of Blue Heaven. By ABRAHAM Marcouian. 240 pages. Cloth. 
New Elizabethan Publishing Company. Fredericton, New Brunswick. 
1956. Price $4.50. 


This novel concerns the tragedy of 100,000 Jews in Holland, deported 
by the Nazis from 1942 to 1944. There is a Dutch surgeon who shelters 
the victims; a German Jewish woman formerly a teacher, now a Catholic 
nun; an orthodox Jew; a suicidal dancer, ete. These people cannot stand 
each other, and fight bitter intellectual battles. The author’s compassion 
is real; its effectiveness is marred by inelusion of versified parts in the 
narrative, in the hope of achieving a new literary form, ‘‘the poetic novel.’’ 
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Violence Behind Bars. By VERNon Fox. 317 pages. Cloth. Vantage. 
New York. 1956. Price $3.75. 


This interesting book consists of two parts which though intermingled 
in text, can be separated: a report of the notorious prison riot in Michigan 
in April 1952, and the author’s opinions about prison riots in general. 
Part I is personal; the author was responsible for avoiding carnage in 
prison, became the scapegoat of politics and resigned his position as 
deputy warden. He showed courage and human understanding by using 
progressive penological methods. Part II is less sound; the author—in 
this reviewer’s opinion—mistakes masochistic pseudo-aggression for real 
aggression. E.g., in discussing ‘‘self-slashing,’’ he mentions 53 inmates 
in a prison in Buenos Aires who ‘‘broke their legs to escape rock quarry 
work’’; 30 in a Georgia prison who ‘‘cut their heel tendons to protest 
isolation’’; and 16 in Louisiana ‘‘who slit their tendons to protest brut- 
ality.’’ He seems to see all this as an ‘‘expression of aggression.’’ 

























The Mermaid Man. The Autobiography of Hans Christian Andersen. 
Translated by Maurice MicHakE,, 238 pages. Cloth. Literary Pub- 
lishers. New York. 1955. Price $3.75. 


A slow-reading book is primarily concerned with the mentioning of 
important personalities that Andersen had either wide, medium or pass- 
ing acquaintance with. It reads like a combined Who’s Who and travelogue 
of Europe of the nineteenth century. The reader is left with distaste for 
Andersen’s ostentation. The book never goes deeply into his life or the 
underlying motivations behind it, but only touches on superficialities. 





Psychology. Principles and Applications. By Marion Mapigan. 373 
pages. Cloth. Mosby. St. Louis. 1957. Price $4.75. 


This elementary psychology text is written primarily for the student 
nurse although there is no indication in the introduction that it is intended 
solely for this audience. It is a very good book for this group; but its 
specialized emphasis, despite the fact that it covers thoroughly the standard 
subject-matter of psychology that is generally included in an elementary 
text, does not recommend it for the student of general psychology in a 
college. 


Watson’s Choice. By Guapys MiTcHELL. 190 pages. Paper. Penguin. 
Baltimore. 1957. Price 65 cents. 


Gladys Mitchell writes detective stories which are usually of great psy- 
chological interest. This one is psychologically plausible, but its chief in- 
terest is for Baker Street irregulars. 
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Your Child or Mine. By 0. E. Hoop. 180 pages. Cloth. Harper. New 
York. 1957. Price $3.00. 


This book presents convincing evidence that many children with brain 
injuries can be helped, but that to help them fear, ignorance and disgust 
must be combatted. The author, a psychologist who is an associate of 
Tracy Putnam, stresses a very important point, that many children with 
brain injuries are not diagnosed as such until, after years of maladjust- 
ment, they have complete neurological examinations including electro- 
encephalograms. This is a pity, beeause these children often can be 
helped with drugs before the pattern of maladjustment starts or becomes 
fixed. 

Even if the diagnosis is made late, however, Mr. Hood’s approach 
offers some help to the child and parent. It is hoped that many other 
workers will follow in his footsteps. 


Patients and Doctors. By KENNETH WALKER. 182 pages. Paper. Pen- 
guin. Baltimore. 1957. Price 85 cents. 


This is an instructive book for the layman and the doctor. Mixed in 
with many useful bits of knowledge about patients, the doctor, and the 
healing art, are many witty and philosophical tid-bits. If widely read, 
this should help achieve the objective of the author in writing the book 
—the strengthening of the doctor-patient relationship. 


The Technique of Psycho-Analysis. By Epwarp GLover. 386 pages. 
Cloth. International Universities Press, New York. 1955. Price $7.50. 


This is an enlarged edition of a book first published in 1928. There 
is very little new, not previously said better and more precisely by Freud. 
The American literature is totally ignored; the author is dogmatic and 
one-sided, especially in favor of his own views. He reproduces his con- 
tribution to the symposium held at the Fourteenth International Psycho- 
analytical Congress in 1936 on the theory of the therapeutic results of 
psychoanalysis, without mentioning the other participants and their 
views. Glover was one of seven speakers. 


Ritual of Liquidation. By Naruan Lerres and Exsa Bernavut. 503 
pages. Cloth. Free Press. Glencoe, Ill. 1954. Price $6.50. 


The authors attempt to explain the riddle of the confessions of the 
Bolshevik leaders during the purge trials instituted by Stalin. They 
advance an analytic explanation, but not effectively. The enormous mass 
of original quotations from the trial is more interesting than the authors’ 
conclusions. So far, the mystery of the ‘‘confessions’’ is not solved. 
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The Caricature of Love. By Hervey Cieckizy, M.D. 319 pages in- 
cluding index. Cloth. Ronald Press. New York. 1957. Price $6.50. 


Many problems relating to homosexuality are defined here, but un- 
fortunately: little in the way of constructive remedies is offered. The 
author’s main point is that homosexuality is an illness. He does not 
believe that a homosexual is capable of loving another person, even one 
of his (or her) own sex. Cleckley goes to great lengths to prove how 
homosexuals have slyly and sometimes openly and brazenly degraded 
heterosexuality and uplifted homosexuality. This is a fact, but what would 
he have society do? Censorship and the banning of books certainly is 
not the answer, and he does not propose them. 

It seems to this reviewer that Cleckley overemphasizes the influence 
of homosexual literature as a determining factor in homosexuality. How- 
ever, even if this were so, most literature praises and idealizes hetero- 
sexuality and this should act as a strong counterinfluence. The person 
who is attracted to literature which extols the homosexual way of life 
is probably a homosexual already. The person with heterosexual interests 
ean read Proust, Gide, Plato, and all, without anybody fearing his con- 
tamination, These authors had much to contribute, apart from their 
homosexual ideas. It would be a shame to lose the wheat because of the 
chaff. 


Delinquency: Sickness or Sin? By R.'V. MoCann. 174 pages. Cloth. 
Harper. New York. 1957. Price $3.00. 


In this report of the conclusion of a seminar on delinquency at Harvard 
Divinity School, the author stresses the role of religion in the fight against 
delinquency, and concludes: 

‘Tf the church is to concern itself effectively with the primary factors 
it must recognize three aspects of its responsibility. First, it must be 
concerned with the inculcation of strong character traits, moral values. 
Second, it must endeavor to counteract the isolation which seems to be an 
increasing characteristic of our times. A third aspect involves the church 
in a spiritual and religious dilemma: how to avoid merely transforming 
the disturbed or inadequate individual from a delinquent or potential 
delinquent into a neurotic.’’ 


Your Child From Two to Five. Morton Epwarps, editor. 339 pages 
including index. Paper. Perma Books. New York. 1955. Price 35 cents, 


There are many useful hints in this book for the parents of toddlers. 
The acceptance by the parents of minor emotional disturbances in the 
child without becoming alarmed is particularly emphasized. 
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EDWARD F. KERMAN, M.D. Dr. Kerman was born in Philadelphia 
in 1909. He received his medical degree from the University of Penn- 
sylvania Medical School in 1939. He interned at Wilmington General 
Hospital, Wilmington, Del., and spent five years on the staffs of Spring- 
field State Hospital, Sykesville, Md., and Norristown State Hospital, Nor- 
ristown, Pa. 

He has been engaged in the private practice of psychiatry in Baltimore 
since 1945, Dr. Kerman is a diplomate of the American Board of Psy- 
chiatry and Neurology and a fellow of the American Psychiatrie Asso- 
ciation. He is also a member of the Association for Research in Nervous 
and Mental Disease and of the Maryland Association of Private Practicing 
Psychiatrists. Dr. Kerman is the author of one book and 15 scientific 
papers. 


JEROME S§S. SILVERMAN, M.D. Dr. Silverman, born in Richmond, 
Va., in 1923 and a graduate in medicine from New York University in 
1946, is in private practice in New York City, specializing in psychiatry 
with children. He is on the staff of the Child Guidance Clinic, Univer- 
sity Hospital, New York University-Bellevue Medical Center; is clinical 
director of the Child-Parent Relations Clinic, New York City; and is 
psychiatric consultant for the New York City Youth Board Referral 
Units Project, and of the Reading Clinics Project of the Bureau of 
Elementary Schools of the New York City Board of Education. 

Dr. Silverman served his internship at Morrisania General Hospital, 
New York City; then held a residency in neuropsychiatry at Goldwater 
Memorial Hospital, to which he returned after two years of army service 
as a neuropsychiatrist in this country and Japan, to take up a psychiatric 
residency. This was followed by a fellowship in child psychiatry. Dr. 
Silverman is now co-senior in charge of the child guidance clinic at 
University Hospital, and is also on the staff of Bellevue Psychiatric 
Hospital. He is certified in psychiatry by thé American Board of Psy- 
chiatry and Neurology, is a fellow of the American Psychiatric Asso- 
ciation, and a member of other professional organizations. 


BURTON AUGUST; M.D. Dr. August was a supervising psychiatrist 
at Rockland (N.Y.): State Hospital until July 1957, when he left state 
service to enter private practice in New York City and West Nyack. N.Y. 
Botn in Brooklyn: in 1920, Dr. August’ received his bachelor’s degree 
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from Cornell in 1941 and his medical degree in 1945. He served a residency 
in pathology at Sydenham Hospital, a mixed internship at Montefiore 
Hospital, and a term as assistant resident and one as chief resident in 
neuropsychiatry at Montefiore before joining the staff of Rockland State 
Hospital in 1949. He left Rockland in 1952 for two years of service as 
an army neuropsychiatrist, returning to Rockland in 1954 and leaving 
with the rank of supervising psychiatrist last July. 

Dr. August has a certificate of training in psychoanalytic medicine 
from the Psychoanalytic Clinic for Training and Research, College of 
Physicians and Surgeons, Columbia University. He is a diplomate in psy- 
chiatry of the American Board of Psychiatry and Neurology, is a 
member of the American Psychiatric Association and of other profes- 
sional organizations and has been co-author of several scientific publica- 
tions. At present, he is particularly interested in the field of adminis- 
trative psychiatry. 


EDMUND BERGLER, M.D. Dr. Bergler is a psychoanalyst, practising 
in New York City, who is known internationally as a clinician, writer 
and research worker. A graduate of the medical school of the Univer- 
sity of Vienna and formerly assistant director of the Vienna psycho- 
analytic clinic, he was widely known in European scientific circles before 


coming to the United States. A prolific writer, he is a regular contributor 
to THE PSYCHIATRIC QUARTERLY and THE PSYCHIATRIC QUARTERLY SUP- 
PLEMENT. 

Dr. Bergler is the author of 18 books and 245 scientific articles, pub- 
lished in 11 countries. Psychology of Gambling, his latest work, has just 
been published. Others of his books include The Basic Neurosis, The 
Battle of the Conscience, The Superego, and Homosexuality: Disease or 
Way of Life? While many of his writings are technical, psychoanalytic 
discussions for professional reading, Dr. Bergler has also addressed many 
books and articles to the general public. 


WILLIAM 8S. WIEDORN, JR., M.D. Dr. Wiedorn has recently com- 
pleted a tour of military duty with the United States Air Force. He 
received his M.D. degree from Louisiana State University School of 
Medicine in 1952. He did work on which his article in this issue of 
THE SUPPLEMENT is based while he was teaching psychiatric material 
to air force personnel at the School of Aviation Medicine, Gunter 
Branch, United States Air Force. He is now back at the L. 8S. U. School 
of Medicine, Department of Psychiatry and Neurology, and is completing 
his residency in psychiatry there and at the Charity Hospital, New Orleans. 
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HOWARD J. SHEAR, Ph.D. Howard J. Shear received a B.A. degree 
in psychology at the University of Maryland in 1950 and an M.A. in 
psychology at the University of Texas in 1953. In 1955, he received his 
Ph.D. from the University of Texas, with a major in counseling. 

He had a Hogg Foundation internship in counseling psychology at 
the University of Texas Testing and Guidance Bureau from 1953 to 
1954, and worked at that bureau from 1954 to 1955 as a part-time staff 
member. During 1955-1956, he was a post-doctoral intern in clinical 
psychology at the Coatsville Veterans Administration Hospital, and is 
at present a staff clinical psychologist at the Wilmington Veterans Ad- 
ministration Hospital Mental Hygiene Clinic, Wilmington, Del. He is 
an associate member of the American Psychological Association and a 
member of the American Academy of Psychotherapists. 


RICHARD D. TRENT, Ed.D. Dr. Trent is now director of research 
at Hospital Hato Tejas, Bayamon, Puerto Rico. At the time the article 
in this issue of THe SupPLEMENT, of which Dr. Trent is senior author, 
was written, he was research scientist at the New York State Training 
School for Boys, serving in the Warwick Child Welfare Services Project. 
He was research psychologist for the project. 


WALLACE NOTTAGE. Mr. Nottage has a B.S. in sociology from New 
York University, and has completed his graduate training in social work 
at the New York School of Social Work, Columbia University, working 
for his master’s degree there. At the time the paper of which he is co- 
author (in the present issue of THE SuPPLEMENT) was written, he was 
an elementary school teacher in the academic school of the New York 
State Training School for Boys at Warwick. He is a trained psychiatric 
caseworker and has served, besides teaching, as a boys’ supervisor, trans- 
fer agent and aftercare worker. At present, he is directing a residential 
program in the community for a group of delinquents between the ages 
of 16 and 20, who have been released from the institution on a trial 
basis. 


LOUIS LUNSKY, M.D. Dr. Lunsky received his medical degree from 
Chicago Medical School in 1950, served an internship at Fordham Hospi- 
tal, and a psychiatric residency at St. Elizabeths: At St. Elizabeths, he 
also studied at the Washington School of Psychiatry; and when he joined 
the staff of the Veterans Administration Hospital in Los Angeles in 
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1952, he continued to study at the Institute for Psychoanalytic Medicine, 
Los Angeles, where he is still affiliated. Dr. Lunsky is a member of the 
American Psychiatric Association and other professional organizations. 
He is now in private practice. 


J. W. KLAPMAN, M.D. Dr. Klapman, in psychiatric practice in 
Chicago, is widely known for his work in group psychotherapy: He is 
the author of two books on the subject, Group Psychotherapy: Theory 
and Practice, and Social Adjustment, the latter a textbook for patients 
in group therapy. Born in Mlawa, Poland, Dr. Klapman was graduated 
from Northwestern University Medical School in 1925, and later was 
a member of the faculty of that school for some years. Dr. Klapman 
is certified in psychiatry by the American Board of Psychiatry and 
Neurology. He is a fellow of the American Psychiatric Association. Be- 
sides his two books, he is author or co-author of a number of scientific 
articles. 


DON D. JACKSON, M.D. Dr. Jackson is chief of the psychiatric de- 
partment of the Palo Alto Medical Clinic, Palo Alto, Calif., and is assist- 


ant clinical professor of psychiatry at the Stanford University School of 
Medicine. Dr. Jackson received his medical degree from Stanford in 1943, 
served an internship and psychiatric residency at Stanford University 
Hospital, then took further training and served as a staff physician at 
Chestnut Lodge Sanitarium, Rockville, Md. He was in the army medical 
corps for two years, and was chief electro-encephalographist at Letterman 
General Hospital. He is on the consulting and visiting staffs of a number 
of hospitals in the Palo Alto and San Francisco areas. He is certified in 
psychiatry by the American Board of Psychiatry and Neurology. 

Dr. Jackson is at present doing research on the families of schizo- 
phrenics, under the sponsorship of the United States Public Health Serv- 
ice and the Josiah Macy, Jr., Foundation. He is co-author of a book on 
the therapy of chronic schizophrenia. Dr. Jackson is a fellow of the 
American Psychiatrie Association and the Academy of Psychoanalysis 
and a member of the San Francisco Psychoanalytic Society. He has 
written some 20 scientific articles. 


HUGH MULLAN, M.D. Dr. Mullan is a New York City psychiatrist 
and psychoanalyst. Graduated from the United States Naval Academy 
in 1934, he studied biology at Wagner .College, Staten Island; .embry- 
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ology at Columbia, and chemistry at Fordham before obtaining his medi- 
cal degree from Cornell in 1939. He had rotating and neurological in- 
ternships at the United States Marine Hospital in Staten Island and 
from 1941 to 1945 was with the army medical corps, reaching the rank 
of lieutenant-colonel and serving in the continental United States and 
Panama. Later he was a psychiatrist at Mason General Hospital and 
served a residency in psychiatry at the New York State Psychiatrie 
Institute. He was psychiatrist for Brooklyn Catholic Charities from 1946 
to 1948 and studied anthropology at Columbia during those same years. 
He was a fellow of the Jewish Board of Guardians in 1947 and 1948. 
Dr. Mullan was a candidate at the American Institute for Psychoanalysis 
from 1947 to 1953 and an assistant lecturer there for several years. He 
is now psychiatrist for the Mary Manning Walsh Home and the Adult 
Alliance, New York City; a faculty member of the Association for Group 
Psychoanalysis, New York City; assistant psychiatrist at the Vanderbilt 
Clinic and adjunct attending psychiatrist at Hillside Hospital. Dr. 
Mullan is a fellow of the American Psychiatrie Association and the 
American Group Psychotherapy Association, of which he is president at 
the present time. He is author of a number of scientific articles, most 
of them dealing with group psychotherapy. 


MURRY A. SNYDER, Ph.D. Dr. Snyder received his Ph.D. at New 
York University in 1955 and is supervisor of therapy for stutterers at 
the National Hospital for Speech Disorders, New York City. He was 
formerly with the Veterans Administration and the Old Farms Conva- 
lescent Hospital, Avon, Connecticut. He is a member of the American 
Psychological Association and the American Speech and Hearing As- 
sociation. He is 37, is married, and the father of fhree children. 


SEYMOUR PARKER, Ph.D. Dr. Parker received his Ph.D: in cultural 
anthropology from Cornell in 1954. As a student, he worked on the 
Stirling County Study, conducted by Dr. Alexander Leighton in Nova 
Scotia; and, after obtaining his degree, did a year of field research 
among the Navahos. He was at Belmont Hospital Social Rehabilitation 
Unit in England, as a research associate, for almost two years. His work 
there was chiefly the study of the informal social organization of patients 
on a psychiatric ward. Dr. Parker is now cultural anthropologist in the 
department of psychiatry at Jefferson Medical School, Philadelphia. 





MARC H. HOLLENDER, M.D. 


Mare H. Hollender, M.D. became director of Syracuse Psychiatric Hos- 
pital by appointment of Commissioner Paul H. Hoch, M.D., of the New 
York State Department of Mental Hygiene on February 1, 1957. Dr. 
Hollender is professor and chairman of the department of psychiatry of 
the State University College of Medicine at Syracuse and he retains 
this position in addition to the directorship of the hospital. Under Dr. 
Hollender, training and research will be emphasized at Syracuse Psy- 
chiatric Hospital. 

Dr. Hollender joined the state university college of medicine staff in 
August 1956, coming to Syracuse from the University of Illinois where 
he was associate professor of psychiatry, a staff member of the Institute 
for Psychoanalysis in Chicago, a senior consultant to the Veterans Ad- 
ministration Mental Hygiene Clinic and a consultant to the Chicago State 
Hospital. A graduate of the University of Illinois College of Medicine, 
Dr. Hollender served an 18-month internship at Cook County Hospital, 
Chicago and a two-year residency at the Illinois Neuropsychiatric In- 
stitute. He served with the army air force medical staff during World 
War II on surgical, medical and psychiatric services of station and 
convalescent hospitals. 

Dr. Hollender is a fellow of the American Psychiatrie Association, a 
member of.the American Psychosomatic Society and the American Psy- 
choanalytic Association and a number of other professional organizations, 
including the American Medical Writers Association. He is the author 
of numerous articles on psychiatry and allied subjects. Dr. Hollender is 
married and has two children, a son, and a daughter. In the way of 
extra-professional activities, he is interested in photography and stamp 
collecting. 
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L. Laramour Bryan, M.D., assistant director (clinical) at Marcy State 
Hospital since 1952, was appointed deputy assistant commissioner of the 
New York State Department of Mental Hygiene on May 9, 1957 by 
Commissioner Paul H. Hoch, M.D. Dr. Bryan had been acting medical 
inspector since June 1955, and in his new position he continues to 
serve as a medical inspector under Assistant Commissioner of Mental 
Hygiene Richard F. Binsley, M.D. 

The new deputy assistant commissioner has been in state service since 
1932. He was graduated from Queens University Medical School, Kings- 
ton, Ontario in 1930 and served as a hospital surgeon at Ottawa General 
Hospital, Ottawa until he joined the staff of Rome State School as a 
medical intern. He was transferred to Marcy three years later and was 
promoted through the staff positions until he was appointed assistant 
director at Utica State Hospital in 1949. He returned to Marcy in that 
capacity in 1952. Dr. Bryan is a diplomate in psychiatry of the American 
Board of Psychiatry and Neurology and is a member of the American 
Psychiatric Association and other professional organizations. He is the 
author of a number of scientific articles. Dr. Bryan’s wife is the former 
Geraldine Hislop of Brockville, Ontario, and they have one daughter, 
Mary Patricia. 

Dr, Bryan’s nonprofessional interests are largely out-of-doors. He be- 
longs to a hunting and fishing club and as a young man did a great 
deal of skating. He reads automotive magazines and tinkers with auto 
motive equipment for amusement. He recently received a testimonial from 
the head of an institution he had inspected, lauding the success of his 
prescription for an ailing station wagon. 





CHARLES GREENBERG, M.D. 


Charles Greenberg, M.D., director of Craig Colony since July 1, 1952, 
was named senior director of Rome State School by Commissioner Paul 
H. Hoch, M.D. on July 1, 1957. Dr. Greenberg has been with the New 
York state hospital service since 1934, with the exception of three years 
during World War II when he was on war leave as a lieutentant-com- 
mander in the navy. Born in 1906 in New York City, Dr. Greenberg 
attended Fordham University and New York University where he re- 
ceived his bachelor’s degree in 1927. He later attended Dartmouth, then 
entered Rush Medical College of the University of Chicago where he 
received his M.D. in 1931. ‘ 

He had a two-year internship at City Hospital, Welfare Island, New 
York, and a one-year residency in psychiatry at Syracuse Psychopathic 
Hospital before he was appointed to the staff of Harlem Valley State 
Hospital in 19385. He was assistant director at Harlem Valley when he 
was named director of Craig Colony. Dr. Greenberg is a diplomate in 
psychiatry of the American Board of Psychiatry and Neurology, a fellow 
of the American Psychiatric Association and a member of numerous 
other professional societies. Mrs. Greenberg was formerly Ruth Ostroff 
of Brooklyn. There are two daughters, Ellen Ann, 16, and Nina, 15. 
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Arthur G. Rodgers, M.D., director of Binghamton State Hospital since 
January 1, 1953, was appointed director of Syracuse State School on 
July 1, 1957. Dr. Rodgers has been in the state service for some 34 
years. A, native of Watervliet, New York, he was graduated from Albany 
Medical College in 1915 and served an internship at Troy Hospital. 
He joined the state service in 1916 at Willard State Hospital and trans- 
ferred shortly afterward to Hudson River State Hospital. He served 
in the army medical corps in World War I and then was in private 
practice until 1921 when he joined the Veterans Administration. He 
returned to state service in 1923, and in 1931 became assistant director 
at Central Islip State Hospital, a position he held until his appoint- 
ment at Binghamton. 

Dr. Rodgers is a diplomate in psychiatry of the American Board of 
Psychiatry and Neurology, is a fellow of the American Psychiatrie Asso- 
ciation and of the American Geriatric Society, and is a member of 
other professional organizations. His wife is the former Diana Lewis 
of Scranton, Pa. 














ULYSSES SCHUTZER, M.B., Ch.B. 


Ulysses Schutzer, M.B., Ch.B., assistant director of Central Islip State 
Hospital since 1949, was named director of Binghamton State Hospital 
July 1, 1957 by Commissioner Paul H. Hoch, M.D., of the New York 
State Department of Mental Hygiene. Dr. Schutzer, born in New York 
City in 1904, received his bachelor’s degree from the College of the City 
of New York in 1926, and his medical degrees from the Faculty of 
Medicine of the University of Edinburgh in 1930. Dr. Schutzer served 
a rotating internship at St. Joseph’s Hospital in Yonkers and had a 
residency in pediatrics at the New York Foundling Hospital before en- 
tering state service in 1943 at Binghamton State Hospital. 

He was transferred in 1949 to Central Islip State Hospital where he 
was appointed assistant director (clinical) shortly afterward. In 1955 
and 1956 he was on leave of absence from Central Islip as acting medical 
inspector. Dr. Schutzer has done graduate work in neurology and psy- 
chiatry at Columbia University and at Mount Sinai Hospital, New York 
City. He is certified in psychiatry by the American Board of Psychiatry 
and Neurology and in 1956 was certified by the American Psychiatric 
Association as a qualified mental health administrator. He is a fellow 
of the American Psychiatric Association, has been president of the Long 
Island Psychiatric Society, and is a member of numerous other pro- 
fessional organizations. 

Dr. Schutzer’s wife is Helen E. Elliott, M.D.; her appointment as 
deputy assistant commissioner of the New York State Department of 
Mental Hygiene is reported elsewhere in this issue. Dr. Schutzer is an 
amateur pianist and a hi-fi enthusiast. He and his wife play piano duets 
for their own entertainment, are interested in New York State folklore 
and bird-watching, and are enthusiastic followers of ballet. 
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Helen E. Elliott, M.D., assistant director (clinical) at Central Islip 
State Hospital, was appointed deputy assistant commissioner of the New 
York State Department of Mental Hygiene by Commissioner Paul H. 
Hoch, M.D., it was announced on July 26, 1957. She is acting as assist- 
ant to assistant commissioner Henry Brill, M.D. who is in charge of the 
department’s division of research and medical services. Dr. Elliott entered 
state service 22 years ago as a medical intern at Binghamton State Hospi- 
tal. She transferred to Central Islip 14 years later, was appointed acting 
assistant director in April 1955 and appointed to that position perma- 
nently 10 months later. 

Dr. Elliott was born in Binghamton and after graduation from State 
College for Teachers at Albany, taught school in Binghamton before enter- 
ing Temple University School of Medicine. She had been interested in 
Binghamton State Hospital while she was still a school teacher and had 
determined, before she received her medical degree in 1933, to specialize 
in psychiatry. She interned at Jewish Hospital in Philadelphia where 
she had worked in capacities ranging from switchboard operator to 
record librarian while attending medical school. 

Dr. Elliott is the wife of Ulysses Schutzer, M.D., whose appointment 
as director of Binghamton State Hospital is also reported in this issue 
of THe SUPPLEMENT. She has been active for some years in youth activities, 
such as girls’ clubs, the Y.W.C.A., and seouting, and in Binghamton 
was a member of the speakers’ bureau of the local mental health society. 
She continued this interest in Long Island where she was president of 
the Council of Social Agencies in Suffolk County for two terms and was 
a member of the committees which formed the mental health society 
there and the ‘‘sheltered workshop.’’ Dr. Elliott has been a student of 
folklore, as is her husband, and has been particularly interested, she 
Says, in attending the seminars on American culture at Cooperstown, 
N.Y. She also shares Dr. Schutzer’s interests in listening to hi-fi and in 
bird-watching and ballet. 





ROBERT C. HUNT, M.D. 


Robert C. Hunt, M.D., director of the Erie County Community Mental 
Health Services since April 1957, was appointed September 1, 1957 as 
director of Hudson River State Hospital, to succeed Dr. O. Arnold Kil- 
patrick who died in March. Aside from this service in Erie County, 
Dr. Hunt has been with the New York State hospitals for more than 
20 years. He was director of St. Lawrence State Hospital from 1950 
until 1952 when he was named assistant commissioner of the department, 
the position he left in April to head the Erie County community organ- 
ization. 

Dr. Hunt was born in Egypt in 1905 of missionary parents. He came 
to the United States when he was 12. After graduation from Westmin- 
ister College, New Wilmington, Pa., in 1925, he taught biology, algebra 
and French and was an athletic coach for two years in Pennsylvania 
high schools before entering the University of Pennsylvania School of 
Medicine where he received his M.D. degree in 1931. He interned at Bryn 
Mawr Hospital, Bryn Mawr, Pa., and was resident psychiatrist for a 
year at Strong Memorial Hospital, Rochester, before entering state service 
at Binghamton State Hospital in 1933. He had a fellowship in psychiatry 
at the Institute of Pennsylvania Hospital in Philadelphia the following 
year, then joined the staff of Rochester State Hospital in 1935. 

Except for military leave from 1942 to 1946, he remained at Rochester, 
where he was assistant director when he was appointed director of St. 
Lawrence in 1950. Dr. Hunt is a certified hospital administrator, is a 
fellow of the American Psychiatric Association and of the American 
Medical Association and has taught at the University of Rochester 
School of Medicine and Dentistry and at the University of Buffalo School 
of Medicine. He is a member of numerous other medical and mental 
health organizations; including the American Public Health Association, 
and is author of a number of scientific papers dealing with theory, treat- 
ment and prognosis, including several in THe PsycHiaTRic QUARTERLY. 
His outside interests have included yachting, and at Rochester he was 
a member of the Rochester Yacht Club and the Rochester Power Squad- 
ron. Dr. Hunt was married to Dolly Cassidy of Burgettstown, Pa., in 
1929. There are two children. 
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George L. Warner, M.D., assistant director of Marey State Hospital, 
became director of Craig Colony, the New York State institution for 
epileptics in Sonyea, N. Y., on September 26, 1957. Dr. Warner has been 
in the New York state service since 1923 when he joined it as an intern 
at Marey. He had been a high school science teacher before studying 
medicine at the Queens University Faculty of Medicine, Kingston, On- 
tario. His medical studies were interrupted for service with the Canadian 
Scottish Battalion and later with the Royal Air Force in World War I. 

Dr. Warner became clinical director of Matteawan State Hospital for 
the Criminally Insane in 1931. Ten years later he transferred to Utica 
in the same capacity and two years later was transferred back to Marcy. 
At Marcy, he served as assistant director (administrative) and, when 
Director Newton Bigelow, M.D., was commissioner of mental hygiene, 
was acting director. Dr. Warner is a diplomate in psychiatry of the Ameri- 
ean Board of Psychiatry and Neurology, a member of the American 
Psychiatrie Association and a member of other professional organiza- 
tions. He is the author of.a number of scientific articles. At present he 
is president of the Mohawk Valley Neuropsychiatric Society. 
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SUPPLEMENT AND QUARTERLY PRICES ARE INCREASED 


Effective with THz PsycHIATRIC QUARTERLY SUPPLEMENT issue, Part 
2, 1957 and THe PsycHiaTrRIcC QUARTERLY issue, October 1957, subscrip- 
tion prices and prices for individual issues of both journals will be in- 
creased. The increases are designed to bring prices closer to actual costs 
and to bring them nearer in line with subscription charges for other 
scientific journals in our field. 

Effective with the October 1957 issue, the subscription rate for THE 
QUARTERLY will be $8.00 a year ($8.50 foreign) : the rate for Tue SuPPLE- 
MENT, published twice a year, will be $4.00 a year ($4.25 foreign). The 
cost of a single issue of either journal will be $2.25 a copy (with a 10- 
cent additional charge for foreign postage). 

Subscriptions to THz SupPLEMENT, mailed before receipt of this issue, 
will, of course, be accepted at the old rate; QuarTERLY subscriptions at 
the old rate will be accepted if mailed before publication of similar 
notice in THE QUARTERLY. 

THE QUARTERLY and SUPPLEMENT are non-profit enterprises, published 
as a public service and a service to medical science by the New York 
State Department of Mental Hygiene; but they do seek to meet. publication 
costs. At the new and increased subseription rate, there will be only 
one other journal of comparable size in the psychiatric field with as 
low subscription charges; most others are appreciably higher. Unlike 
most other comparable journals, THE QuaRTERLY and SUPPLEMENT accept 
no paid advertising, and many other journals in the field derive income 
—besides that for advertising—from association or foundation subsidy. 
The present increases in subscription rates have been long overdue. 

The new rates will apply to orders for old issues, which: will be 
accepted at current rates, not at the lower rates prevailing at the time 
of printing. This is in accordance with a common procedure; some publica- 
tions charge premiums for old issues, increasing the price with the age 
of the issue. 
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PSYCHOLOGICAL MEETING SCHEDULED FOR ROME 
A meeting of considerable importance for psychologists will be held in 
Rome, Italy, April 9-14, 1958, when the Thirteenth Congress of the Inter- 
national Association of Applied Psychology convenes there. The congress 
will be conducted under the auspices of 1’Université degli Studi di Roma, 
il Consiglio Nazionale delle Ricerche, and la Societé Italiana di Psicologia. 
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NEW YORK PUBLISHES BOOKLET FOR RELATIVES 

A booklet for relatives and friends of persons entering mental hospi- 
tals has been published by the New York State Department of Mental 
Hygiene. Entitled ‘“‘Give Them Your Hand,’’ it is an illustrated, 29- 
page pamphlet of information and advice needed by persons whose 
relatives may become patients. It covers admission procedure, shows how 
patients will live in the hospital, how they will eat, what recreation 
facilities they will have, and what sorts of treatment will be offered. 
Regulations for visiting are summarized, and questions concerning gifts 
and letters are considered. The illustrations show phases of hospital 
life from treatment to field day. 
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DR. WERNER WOLFF, PSYCHOLOGIST, DIES AT 54 

Werner Wolff, widely-known writer and lecturer on psychology, and 
professor and chairman of the psychology department at Bard College, 
died unexpectedly in New York City on May 20, 1957 at the age of 54. 
Born in Germany, Dr. Wolff received his doctor’s degree from the Uni- 
versity of Berlin in 1930 and taught in Spain for some years before 
coming to this country. He had lectured at Vassar and done research 
at Teachers College, Columbia University, before joining the Bard faculty 
in 1942. Dr. Wolff specialized in researhes into personality, ethno-psy- 
chology and psychotherapy. He was the author of numerous books, in- 
cluding texts used in college or professional school psychology teaching. 
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DR. BERNARD C. HOLLAND NAMED ASSOCIATE EDITOR 

Bernard C. Holland, M.D., principal research scientist in internal 
medicine at the New York State Psychiatric Institute, has joined the 
editorial board of THe Psycutarric QuarRTERLY and SuPPLEMENT as an 
associate editor, at the invitation of the editor, Newton Bigelow, M.D. 
Dr. Holland will advise the editorial board in particular on matters 
concerning internal medicine, although he will be available for general 
consultation. Brief biographical notes of the new associate editor ap- 
peared in the news notes of the April 1957 QuARTERLY. 
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NATIONAL ASSOCIATION -HONORS 130 ATTENDANTS | 
The National Association for Mental Health. has named a record total 
of 130 attendants as winners. of its psychiatrie aide achievement: awards 
for 1956. F. Barry Ryan, president of the association, announced the 
awards in April; the 67 wamen and 63 men chosen were. selected from 
almost: 47,000. psychiatric aides after nominations. by. co-workers, ‘patients 
and visitors: Gold pins and certificates are presentéd to the award winners: 
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STEVENSON WRITES BULLETIN ON TENSIONS 


A new bulletin, ‘‘How to Deal with Your Tensions,’’ written by 
George S. Stevenson, M.D., medical consultant of the National Association 
for Mental Health, is being distributed to the public by the association. 
Written in collaboration with the association’s public information director, 
the 15-page pamphlet covers recommended action to combat ordinary 
anxieties and tensions, advising the person with severe, prolonged symp- 
toms to seek professional help. Single copies of the bulletin may be 
obtained, free, by application to: Better Mental Health, Box 2500, New 
York 1, N.Y. 
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GODDARD, PIONEER PSYCHOLOGIST, IS DEAD AT 90 

Henry Herbert Goddard, Ph.D., pioneer American psychologist, author 
of the famous work, The Kallikak Family, and reputed inventor of the 
term ‘‘moron,’’ died in Santa Barbara, Calif., on June 19, 1957 at 
the age of 90. Born in Maine, Dr. Goddard, was graduated from Haver- 
ford College in 1887 and received his Ph.D. from Clark University in 
1899. He was professor of abnormal and clinical psychology at Ohio State 
University for 16 years. He moved to California in 1947 after his re- 
tirement. 

‘*Kallikak’’ was a coined name for an actual New Jersey family 
studied by Dr. Goddard. The history contrasts a branch deriving from 
an illicit relationship between the family founder and a girl supposed 
to have been feeble-minded, with a branch derived from the founder’s 
later marriage with an intelligent woman. Dr. Goddard found a high 
proportion of defectives, psychopaths and other undesirables in the 
illegitimate branch, and an equally large number of desirable citizens in 
the other branch. His data later were subjected to much criticism, princi- 
pally on the ground that he had accepted unreliable evidence; but his 
general procedure, with refinements and greater precautions, became a 
model for many genetic investigations. 
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NEW SCHOOL OF NURSING AFFILIATIONS ANNOUNCED 


Four New York State Department of Mental Hygiene schools of nurs- 
ing are establishing affiliation programs this fall with Mt. Sinai Hospital, 
New York City, and four with Elmhurst General Hospital, a new in- 
stitution in Queens operated by the New York City Department of 
Hospitals. Pilgrim, Central Islip, Kings Park: and Creedmoor state 
hospital schools will send second-year students for a year of affiliation 
to Mt. Sinai; Manhattan, Brooklyn and Willard state hospital schools 
and the Craig Colony school will send their students to Elmhurst. 
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NYU STUDIES INSTITUTIONALIZATION FACTORS 


New York University is making a two-year study of the factors de- 
termining institutionalization of mentally-retarded persons under a 
grant of $120,000 made by the state’s Interdepartmental Health Resources 
Board. The study is under the direction of Dr. Gerhart Saenger, director 
of the research center of the Graduate School of Public Administration 
and Social Service. It aims to determine whether institutionalization 
is the best solution for various groups of the mentally retarded who are 
now usually sent to institutions, or whether more effective use of existing 
psychiatric, psychological and social services would not keep more persons 
in the community, to the benefit of the individual, his family and the 
community in general. 

A $168,000 program in the field of chronic alcoholism, involving educa- 
tion, research, training and clinical demonstration, is being sponsored 
by the Interdepartmental Health Resources Board, it was announced in 
May by Executive Director I. Jay Brightman, M.D. The board is pro- 
viding fellowships for workers in community education, is sponsoring 
a major research project at the State University College of Medicine 
in Brooklyn, and is undertaking a major effort in the field of public 
information dealing with chronic alcoholism. 

A center for diagnostic and counseling study of mentally-retarded 
children in Buffalo is another new project sponsored by the board. The 
board announced a $45,000 grant for this purpose in September. The new 
facility will be part of the Rehabilitation Center of the Children’s Hos- 
pital and Crippled Children’s Guild in Buffalo. 
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WASSAIC TEACHER WINS CHARLES E. HUGHES AWARD 


The Governor Charles E. Hughes Award in Public Administration, an 
annual presentation by the American Society for Public Administration, 
has been granted for 1957 to Mrs. Marie Yegella, teacher at Wassaic 
(N.Y.) State School, and a pioneer worker in the education of mentally 
defective children. In nominating her for the honor, the New York State 
Department of Mental Hygiene characterized her as having pioneered 
in a branch of teaching ‘‘as difficult and frustrating as that faced by 
‘Annie Sullivan when she undertook to teach the child, Helen Keller.’’ 
Mrs. Yegella began the teaching of defectives whose IQ’s ranged as low 
as 15 and none of whom had higher ratings than 50 at a time when there 
were no guides to curriculum and little to be found on methodology. Such 
children had never been reached before by any formal program; but 
techniques and aims similar to Mrs. Yegella’s are now taught in univer- 
sity courses dealing with mental retardation. 
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SYRACUSE PSYCHOPATHIC HOSPITAL NAME IS CHANGED 

Syracuse Psychopathic Hospital, a New York State Department. of 
Mental Hygiene institution since 1930, is now officially Syracuse Psy- 
chiatric Hospital. The name was changed by a law. passed by the 1957 
Legislature and signed by Governor Harriman. Syracuse Psychiatric 
Hospital is a research hospital which in the past has accepted patients 
for short periods of treatment, specializing in the psychoneuroses and 
the aleoholie psychoses, and sending patients requiring long hospitalization 
to the larger hospitals. It has also maintained a large outpatient depart- 
ment and has emphasized training and research. With the appointment 
as its head of Mare H. Hollender, M.D., professor and: chairman of the 
department of psychiatry of the State University College of Medicine 
at Syracuse, the hospital’s research program is being intensified. 
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PLANS FOR NEW HOSPITAL IN BRONX MADE PUBLIC 


Construction activities of the New York State Department of Mental 
Hygiene for 1957 reached the point where plans were made public for 
the construction of a new mental hospital in the Bronx, the first such 
hospital to be built by the state in 25 years. It will cost $70,000,000, 
will accomodate 3,000 patients, and will be located on a‘ 125-acre tract, 
which is now a marsh, bordering the Hutchinson River Parkway. A 
$52,000,000 hospital for Staten Island and a new type of state school 
for Brooklyn are other projects for which sites have been selected. 
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EIGHTH MUSIC THERAPY CONFERENCE IS HELD 


The eighth annual conference of the National Association for Music 
Therapy, Inc. is being conducted from October 10 to 12 at the Kellogg 
Center for Continuing Education at East Lansing, Mich. It is sponsored 
jointly by the national association and Michigan State University. Topics 
range from psychiatric considerations of musie therapy, and music as 
a projective technique, to the influence of music on geriatric patients. 

GREENHILL NEW HEAD OF MENTAL HEALTH BOARD 

‘Maurice H. Greenhill, M:D., has become head-.of. the New York City 
Community Mental Health Board to succeed: Paul V: Lemkau, M.D.; who 
is returning to his Johns Hopkins University post as professor of public 
health. Dr. Greenhill was inducted as menta] health board head by Mayor 
Robert F. Wagner on May 27, 1957. The board is charged with planning, 
financing, and co-ordinating public. and voluntary mental health work in 
New. York City; and. half of its ¢oming yen ’s agit ats more ond 
$19,000,000 will be met by ‘thie: state: % lath aéets's 
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